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In the institutionalized burned- 
out schizophrenic patient 
response to Dartal was 
impressive; in more than 50 
per cent of the patients’ 

the results were favorable. 


TESTED 


In another study? of chronic 


in numerous mental conditions mentally disturbed patients 
with hyperactivity and agitation 
as prominent symptoms, 
approximately 50 per cent 
| were improved with Dartal. 
RATED EFFECTIVE ‘ While the majority had 
schizophrenia, the group also 


by the medical and nursing staff 


included patients with chronic 
brain syndrome, manic-depres- 
i sive reaction, involutional 

psychoses and psychoneuroses. 


APPRECIATED 
Dartal was considered extremely 
by the patient useful in certain patients 


with neurosis and emotional 
hyperactivity. Many patients 
did much better on Dartal® 
than on previous medication. 


Behavior in the ward was 
significantly improved‘ with 
Dartal when evaluated at the 


® 
; end of two and eight weeks, 
as found in a carefully 
ih hlori 
a controlled study of fifty-four 
patients with chronic 
brand of thiopropazate dihydrochloride kK schizophrenia. 


All these studies and previous 
ones*:* emphasize the relative 
i freedom from serious side actions. 
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CHANGING PRACTICES: 


A Plea and Some Predictions 


& LIVE IN HEADY TIMES. All things are now possi- 

ble. The dreams of the alchemist come true and 
our scientists produce, not gold from lead, but diamonds 
from coal. Aircraft fly at unheard-of speeds. Even large 
state hospitals are showing decreasing populations. Ex- 
citing? Yes. Needing further examination? Also yes. The 
diamonds are not beautiful, although commercially use- 
ful, and cost more than the natural product. The aircraft 
are beautiful and expensive, but some seem to fly out of 
their wings, and development work remains to be done. 
Hospital services are improved and most patient needs 
are better served, but again, further development work 
is needed. 

The present trend in hospital management is to get the 
patient out of the hospital; if he is not well, rehabilitate 
him, educate the community to accept his eccentricities, 
and discharge him anyway. This is “better for him,” we 
say. Better still, by really “modern standards, don’t bring 
him to the hospital at all; leave him at home, and work 
with the family, the neighbors, the family physician, and 
others to care for him. Or, failing this, care for him in 
a clinic and send him home. If community pressures be- 
come overstrong, we might take him in a day- or night- 
hospital, (though we feel apologetic if he must be kept 
overnight). So this takes more professional time? No 
matter; we are already short-handed! 

For many patients these new services are vastly superi- 
or to our old ways of doing things, but lest we become 
overly enthusiastic, let us suspect other motives. Could 
it be that the professionals are sometimes rejecting the 
patient? 

The history of psychiatry needs no repeating here, but 
it can be epitomized as evidence of public rejection of 
the mentally ill person, because people feared him or 
found him a nuisance. He was segregated by being 
locked up in a hospital, and the hospital itself was care- 
fully isolated from the community. This rejection also 
existed to some extent within the psychiatric helping pro- 
fessions, and was manifested according to the resources 
of the hospital community. 

The inherent administrative patterns in a large institu- 
tion may not entirely explain the fact that, in the mental 
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hospital, those whose jobs keep them farthest from the 
patient are accorded the highest prestige. Farthest from 
the patient are the board of trustees and the superintend- 
ent. The board members live off the grounds, the super- 
intendent on the grounds, but usually in a large house 
isolated as far from the continuous treatment unit as 
is practical within the properties of the hospital. And in 
some of the most modern hospitals, the superintendent 
lives off the grounds so that he may “become part ot the 
community ’—part of the community outside the hospital. 
On the “prestige scale” we then descend through 
varying and increasing degrees of closeness to the patient, 
until we reach low-status man on the hospital totem pole, 
the attendant, who spends the larger part of his time in 
face-to-face or hand-to-hand contact with the patient. In 
each of the helping professions, the upward striving for 
status involves moving away from the patients’ quarters; 
this can be illustrated in a nursing service where a head 
nurse is given an office with a ward clerk, who separates 
the nurse by one degree from the patients and the sub- 
ordinate personnel. In this new isolation, bought at an 
undetermined cost to the patients, she can now keep up 
with her administrative and paper work. She may get 
promoted to be supervisor, and can then move out of the 
patient area to the administration building, which is 
usually a long walk or a short drive from the wards. 


Turnabout Rejection 


This rejection of the patient both inside and outside 
the hospital has been exposed, editorialized, and, more 
recently, televised exhaustively. Pressures from without 
and within professional groups have resulted in a great 
drive to do things in a new and different way. With all 
this publicity and the mastery of public relations tech- 
niques, we are able to stir guilt feelings in the community 
by pointing out to them that they have rejected the 
patient. 

Now the very institutions erected by the community 
as a vehicle for this rejection have in effect turned the 
tables, and are themselves in danger of rejecting the 
patient by sending him back to the community willy-nilly 
—well, or no better, but always “rehabilitated” and always 
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“in his own best interests.” Yet these patients were sent 
to the big hospitals in the first place to “protect their 
own best | interests” as well as the interests of the com- 
munity. Most of the commitment laws phrase public 
sentiment as, “a danger to himself or to others,” and in 
practically all laws the * ‘himself” comes first—at least on 
the pages of the statutes. 

While “a danger to himself or to others” may be the 
letter of the law, its spirit is much more comprehensive. 
There are many patients who are admitted to mental 
hospitals, not because they pose a threat either to them- 
selves or to others, but because they make some part of 
the community, usually the family, uncomfortable to the 
point of intolerance. Even those who are admitted be- 
cause they do threaten either themselves or the com- 
munity do not continue to be threatening for the dura- 
tion of their illness, albeit their thought processes may 
continue to be seriously disturbed, end aspects of their 
behavior may exceed the most liberal parameters of 
normalcy. 


To Be or Not To Be 


These two types of patients raise two questions: first, 
whether the former patient from the very outset of his 
disturbance, and the latter from the time he is no longer 
threatening, should be hospitalized at all. (In other 
words, leaving aside the needs of the community, is it 
always in the best interests of the patient for him to be 
transferred from an autochthonous to a hospital milieu? ) 
Secondly, assuming that hospitalization does have some- 
thing to offer the patient, should this exchange of milieu 
be on a full-time basis? 

The general assumption is that any patient who is ad- 
mitted to a mental hospital should spend a 24-hour day 
there. This is the expectation of the hospital personnel 
as well as of the community. Furthermore, the latter, 
and specifically the family, all too often believe that the 
patie nt is quite analagous to one with acute appendicitis 
in that he can be brought to the hospital with his disease 
process and picked up again once he is “cured.” That 
part-time hospitalization is a better way to approach 
some patients has already been established in day-hos- 
pitals, including our own. This experience leads natural- 
ly to a consideration of whether a wider selection of pa- 
tients might not profit from part-time hospitalization, and 
finally to the possibility that almost all patients might get 
more out of part-time rather than full-time hospitaliza- 
tion. 

Clearly there are certain patients for whom part-time 
hospitalization (either day- or night-hospital programs ) 
is an advantage, e.g., ce rtain very dependent patients 
who have a tendency to find a new home in the hospital. 
There are others, suicidal or assaultive patients, for 
example, for whom anything less than 24-hour-a-day hos- 
pitalization would be foolhardy. Between these two ex- 
tremes are to be found the great majority of patients, 
whose hospital-versus-community needs can be deter- 
mined only by an appreciation of their own psycho- 
dynamics, together with their dynamic interpersonal rela- 
tionships with the family. It is quite likely that some im- 
passe in their relationships played an important part in 
the development of the psychotic episode. Yet, these rela- 
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tionships are a real part of the patient's life, his natural 
milieu, and to hospitalize him for 24 hours a day is to 
isolate him from them to some extent. With the part-time 
hospital patient, this part of his life becomes an ongoing 
part of therapy. However, we should realize that some 
patients may actually be helped, for at least some period 
of time, by being isolated from noxious circumstances 
and relationships which may be encountered outside the 
hospital. 

With a part-time patient, the family, rather than 
“dumping” the patient at the hospital, becomes intimate- 
ly involved in responsibility for, if not the actual care of, 
its relative. While the hospital is applying its very spe- 
cialized therapeutic techniques for, let us say, eight hours 
of the day, the family is responsible for sixteen hours. 

Furthermore, much is gained for the patient if the fam- 
ily can be given some sort of help which might be suppor- 
tive, educational, or therapeutic. In other ‘words, to the 
extent that they realize the patient is not indeed “cured,” 
the family might be helped to be more tolerant of his 
remaining disability, a disability which he probably has 
had and will continue to have for a long time. As a re- 
sult one might hope that some of the interpersonal crises 
which previously played a part in the development of 
acute episodes calling for rehospitalization may become 
less frequent. And if one believes that to some extent 
chronic mental illness is a result of chronic hospitaliza- 
tion, and that the latter is inversely related to the degree 
of the continued investment of the family in the patient, 
then a program of part-time hospitalization should help 
prevent the development of chronic mental illness. 


Re-Planning the Program 


In a desire to tailor the community and hospital ex- 
pectations to meet more precisely the differing needs of 
patients, we have undertaken a series of modest revi- 
sions of services at the Massachusetts Mental Health 
Center, since ideally our more modern ways of caring 
for patients must be set up with sufficient flexibility to 
meet the individual needs of individual patients. (To 
expect all our patients to conform to either ancient or 
modern ways of management is to prescribe for a gen- 
erality of needs and symptoms that the patients do not 
bring to us.) We will describe some features of our 
plans but, more importantly, we will attempt to predict 
at this early stage the difficulties and successes we will 
encounter. Our hospital, like many others today, is under 
continual scrutiny by social scientists who make observa- 
tions and interpretations at the time of or after a change, 
but who make few attempts to predict what changes 
may occur, or to check on the results when they do 
make such predictions. 

Our predictions will be based on our experience with 
society's expectations that mentally sick people go to a 
hospital. (The somewhat div ergent expectation of the 
Massachusetts Mental Health Center is that patients used 
to come to hospitals, but hospitals are sometimes bad for 
patients, and that since we are a modern hospital, we will 
care for the patients in the home, in the community, in 
the clinic and, under extreme need, in the hospital.) The 
discussion will involve only the hospital services of the 
Massachusetts Mental Health Center, and will exclude 
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the three outpatient clinics, and the emergency-home- 
care service, although all of these are at times utilized 
by “the house.” 

The hospital service is divided into five distinct service 
units, but one, the children’s service, will not be dis- 
cussed in this paper. The adult hospital service consists 
of four units, each with 50 patients, one called a “day- 
hospital” and the other three called “the inpatient serv- 
ices.” Each service has its own psychiatry, social service, 
psychology, and occupational therapy staffs with no re- 
sponsibility to other parts of the hospital. The occupa- 
tional therapy units, with the exception of a large wood- 
working shop and a sewing room, are on the wards and 
available to the patients around the clock. Under the 
present hospital plan, a patient, irrespective of his diag- 
nosis, enters any service where a bed is available. Thus 
all four services have male and female patients, all have 
neurotic, disturbed, convalescent, acute admissions, court 
cases, and observation and diagnostic cases. 

A patient entering the hospital is greeted in the ad- 
mitting office by the social worker from the service to 
which he will be admitted. He is then introduced to the 
nurse who will be especially assigned to him; he meets 
his physician, who will be his physician throughout his 
stay in the hospital and who will also continue conduct- 
ing his treatment in the follow-up clinic after discharge. 
The only transfer of a patient from one of these four 
services would be a temporary transfer to the Peter Bent 
Brigham Hospital for major surgery, or for any over- 
whelming, acute physical illness demanding general hos- 
pital care. 

Aside from some feeling among the older personnel 
that disturbed patients and convalescent patients would 
bother each other, no organizational problems were en- 
countered in shifting to this system from a conventional 
plan of admissions and conv alescent wards, with segre- 
gation of the sexes, and transfer of patients as their con- 
dition changed. The old practice of having separate 
services, each with its own staff, worked well for many 
patients, but when a patient was to go into a day- or 
night-hospital program, he was transferred to the day- 
night-hospital unit in another part of the hospital. He re- 
tained the same physician-therapist, but his supervisors, 
nurses, occupational therapists, and social workers 
changed. This seemed unsound if our so-called milieu 
program was to meet the needs of the individual patient. 
as we cannot too surely predict that the physician will 
be the person about whom the patient centers his need 
for security and confidence as he works his way back to 
adequate ego function. 

After some staff discussion, we decided to start admit- 
ting patients directly to the day-hospital from the com- 
munity. As predicted by some and doubted by others, 
we demonstrated the possibility of admitting patients in 
this way when transportation was adequate, and if the 
family’s anxiety could be allayed sufficiently to accept 
this new form of treatment. To the surprise of some, 
(but no surprise to us) many of the families embraced this 
new way of treatment as being superior to the old one. 
The only patients not handled as direct admissions to the 
day-hospital were cases in acute turmoil reactions of any 
sort, very suicidal depressions, and court cases. 


THE MEANING OF THE HOSPITAL 


Ed. Note: Below is the full text of the material from 
which this month’s cover quotation was excerpted. 
Please see the contents page for complete reference. 


“So what is the meaning of this hospital? The mean- 
ing of this hospital is embodied in the fabric of the 
personalities, the human beings who work together in 
it. I wish it were possible to convey this in realistic 
terms, this service in the spirit of love. I wish I could 
make a montage of pictures that would convey the 
real spirit, the real totality of an infinite number of © 
homely details. Can you see a kindly nurse bringing a 
glass of water to a restless patient? An aide smoothing 
a pillow? An engineer trudging through the corridors 
checking the heat? A secretary patiently typing long 
records? A therapist listening to labored piano les- 
sons, or untangling a snarled loom? A doctor checking 
a blood-pressure reading? A buyer hunting a place 
to park downtown in order to buy two pairs of stock- 
ings, four shades of lipstick, a pair of blunt-end scis- 
sors? A waitress faithfully wiping the surface of a hun- 
dred plates? Of course I haven't touched upon some 
important things — no mention of psychotherapy, or 
electroshock, or research. But you see I have touched 
on the important thing. It is such people as these, who 
have caught this vision, wor:ing together to help some- 
body get well, to help him to help himself get well. 
That is what the hospital is.” 

Karl Menninger, M.D. 


Experience indicated that the day-hospital service 
better meets the needs of many patients than does 24- 
hour hospitalization. It was therefore planned to convert 
an additional 50-bed unit to a day-program. This was 
discussed at some length and met with the usual institu- 
tional resistances. The major handicap to this change 
was that we would in effect have a hospital evenly split 
into two classes of patients—those in the hospital and 
those in the day-care program. The earlier attempts to 
make all services uniform, and to prohibit transfers 
between services by supplying all facilities to each, 
seemed threatened by this new plan. In a series of staff 


discussions some of the junior staff developed a plan 


whereby each section of the hospital would have day- 
care patients, night-care patients, and 24-hour-care pa- 
tients, according to the individual patient needs. After 
discussion at all levels of administration and staff, this 
plan was inaugurated on a trial basis in January 1960. 


Objections Encountered 


Any major shift in an operating plan brings institu- 
tional resistances, as has been shown by Schwartz and 
others. Unrest and gossip at the staff level were pre- 
dicted and did occur, but confidence was bolstered by 
discussion sessions and question-and-answer periods at 
many conferences. Some of the objections offered were: 

(a) “It is not possible to allow a patient on a 10-day 


ll 


observation to be out of the hospital.” This. of course, is 
not true. 

(b) “Patients cannot be kept on an ‘in-and-out’ basis 
more than a few days at a time.” This is also untrue. 

(c) “Different kinds of patients will be admitted,” and 
“The cases will be selected so that they will not be dis- 
turbed or upset.” The admission of a patient accused of 
murder, a very suicidal and depressed research scientist 
from the university, and two manics, helped counteract 
this last complaint. 

(d) “Local doctors and the courts, hearing that we 
have a new program, won't send the sickest patients 
here.” To date there has been no shift in the referral of 
patients, but it is possible that this could take place. 


Predictions Recorded— 


The time now comes to predict what the effects, the 
problems, and the advantages will be in this patient-care 
plan. Our predictions will be recorded here. The opera- 
tions are under observation by social scientists who have 
not seen this manuscript. Comparisons of this record 
with their report on what does happen will be reported 
later. 

(1) We predict that there will be no change in the 
type of patient referred. 

(2) We will be able to educate the courts and the 
probation department so that cases referred from the 
courts may also be carried on a day-care program, if this 
seems more appropriate in terms of the patient's be- 
havior. 

(3) We predict that the family physicians will be the 
ones most disturbed by this program. We are attempt- 
ing to undertake a modest educational program for them. 

(4) The hospital will have to provide emergency care 
for some patients during the evenings. This can be done 
initially by having such patients return to the hospital. 

(5) The family physicians will provide some of this 
emergency care, and after becoming accustomed to the 
new plan. they will supply all of it. 

(6) We pre dict that the personnel, having at first been 
a little wary of this program, will eventually embrace it. 
Our problem will not be that of having patients kept 
from the program, but having inappropriate patients 
placed prematurely into a day-plan as a means of aggres- 
sion toward the administration, or as a desire to please 
the administration. 

(7) We predict that we will be able to have a suffi- 


ciently flexible program so that many patients may go on, 


admission into a day-care, night-care, or 24-hour-care 
program, or some combination of these programs, accord- 
ing to the patients’ own individual needs. 

(8) We predict that in the course of approximately 
two years, 50 per cent or more of the patients in the hos- 
pital will be on a day-care program without significant 
change in our admission pattern. If, as predicted by 
some, but not by us, the clientele of the hospital should 
show a shift toward a different type of patient, an even 
larger percentage of admissions may be on a day-care or 
modified day-care program. 

(9) We predict that unfortunate events occurring in 
the care of our population will undoubted!v be laid at 
the door of the new program. In a completely open hos- 


12 


pital, caring for a wide variety of patients, and existing 
in the center of the city, unfortunate events occasionally 
occur. For example, our voluntary patients who retain 
their driver's licenses are permitted to have a car while 
in the hospital. Such patients have on occasion been ar- 
rested for violation. Patients who are nonalcoholic are 
permitted to go to the local tavern, provided they con- 
duct themselves like normal people, or perhaps better 
than normal people do, and do not bring liquor back to 
the hospital. Patients are allowed to participate freely in 
the community's recreational and business activities. Our 
patients’ “outside” activities occasionally lead to inad- 
vertencies, as is true in all human intercourse. Difficul- 
ties of these types have occurred in the past and will un- 
doubtedly occur in the future, but will now be laid at the 
door of the new program, until the “new” becomes old 
and another new era dawns. 

(10) We predict anxiety in the community, that will 
be indirectly expressed. An example of the undercurrent 
of anxiety that may occur in a community that is seem- 
ingly tolerant of a new program is illustrated by the fol- 
lowi ing anecdote, which reflects an undertone of concern 
over “open doors.” Some burglaries were occurring in 
the hospital and the business manager contacted the 
state police to see if they could be of help in solving 
them. The officer assigned remarked, “It would be silly 
to send a man over there—why anyone could walk in 
there at any time of day or night. A friend of mine had 
no place to sleep not long ago and spent the night there 
unknown to anybody.” This latter statement was thought 
to be an exaggeration to illustrate his point, but also illus- 
trates that, in spite of the fact that the community seem- 
ingly accepts the open-door policy and has in no way 
commented unfavorably on it either in the press or by 
neighborhood action, the fact remains that there is an 
undercurrent of uncertainty about this new way of caring 
for patients. 


—and a Plea for Re-examination 


In our enthusiasm for new things there is danger that 
the patients’ real needs may be overlooked. There are 
patients who have needs not best met by the open door, 
and such persons must be provided with a private room 
with a door that can be shut. These patients should be 
permitted to shut themselves in their rooms when they 
wish to do so. Patients will continue to be disturbed at 
times and this disturbance must be handled by personal 
contact with the physician, by special nursing, sedation. 
and, if necessary, confinement in a seclusion room. We 
still maintain a room on each of three services with a door 
that may be locked. While it is true that, with special 
nursing techniques, tranquilizers, and intensive medical 
care available to our patients, these rooms are seldom 
used for seclusion, they can be so used. If the patients 
are indeed to have freedom, then they should be per- 
mitted to have their own money, transact their own busi- 
ness, keep their own jewelry and other possessions, or 
deposit them as thev would in a good hotel. In other 
words, if the patients have rights which are within their 
ability to exercise, these rights must not be taken away 
by some real but subtle administrative device. To have 
an open door in a hospital in a rural area, when patients 
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lack warm clothing in the winter, or money for bus fare, 
is merely to substitute a different kind of restraint. To 
open the door, but to prohibit a nonalcoholic Irishman 
from going to the corner tavern for a talk and a beer is 
another kind of restraint. No research has yet been done 
to determine which is the most dignified or most harmful 
type of restraint so far as the patient is concerned. 

In conclusion, our plea is not for “modernizing” the 
hospital or for retainirg the old and the tried for their 
own sake, but rather a plea for examining each of our 
new operations and each of our new techniques to make 
certain that the proposed changes actually improve the 


Can Nurses Work With Individuals? 


geome IS A GROWING INTEREST in the development of 
psychiatric skills in nurses. The hope is being ex- 
pressed by nurses who are able to conduct both indivi- 
dual and group psychotherapy that they will be able to 
individualize their care of patients and sit down and talk 
over problems with them; that they will participate 
actively in staff meetings; and that in visiting-nurse or- 
ganizations or public nursing agencies, they will plav 
a dynamic role in helping patients on furlough. 

This is all to the good. We would certainly like to see 
the nurse, who is, after all, medicine’s oldest ally, play 
so vital a role in the care of mental patients. One won- 
ders, however, whether the traditions of nursing would 
permit the constant individualization of patient care 
which we are accustomed to seeing when psychologists 
or social workers work with patients. From the very 
beginning, both of these disciplines were oriented to the 
individual. What we call psychotherapy, the social 
worker labels “casework,” as if to emphasize the fact that 
she is working with individuals. 


What Do We Want of Her? 


Traditional nursing education, as well as the ward 
hierarchy of which she is a part, combine to prevent the 
nurse from developing her potential as a “bedside thera- 
pist.” From the moment she starts training, she is told 
that she must obey orders. If she questions the doctor’s 
dictum, she may be in real trouble. She must direct 
queries through nursing channels, and not make them 
directly to the physician. She is the scapegoat when the 
ward is slovenly or badly disciplined; she is blamed when 
the paper-work is not properly done. 

In short, what we seem to prize most as good nursing 
practice is mainly discipline, cleanliness, and “good ad- 
ministrative control’—the exact opposite to what we 
should emphasize if we really want the nurse to develop 
her psychiatric insights in order to help the patient in- 
dividually. 

One interesting idea in nursing education is the possibil- 
ity of developing, on a graduate basis, a category of 
psychiatric nurses who will have matured out of the 
previous emphasis on automatism which most doctors 
think of as the characteristic of the good nurse. This, 
too, has its difficulties. For one thing, if we succeed in 


patient's milieu, and better supply his needs in terms of 
his own individual peculiarities and his rehabilitation. 
It is suggested that we examine each of our new tech- 
niques to make certain that the new plan is not really 
motivated by rejection of the patient by the staff, or 
entered into with substantial élan because it is “new” and 
will bring a momentary touch of glamor to a particular 
hospital or program. We have attempted to predict some 
of the problems that will arise in changing a plan of care. 
We have predicted that 50 per cent or better of the 
patients coming to a general acute psychiatric teaching 
hospital can be handled on a modified program. *** 


By DR. WHATSISNAME 


sharpening the nurse’s psychiatric insight by enough 
postgraduate work and experience, we may find her 
moving more and more away from the ward. She may 
then become enchanted with research, with management, 
with training, or with working in outpatient units so that 
the day-by-day problems of ward care eventually become 
uninteresting to her. If we take our best nurses and 
train them this way, we are going to deprive our hospi- 
tals of precisely the people whom we most badly need. 
It is fine to see an intelligent nurse presiding at a group 
therapy session, but to most of us this seems awfully re- 
mote from the white-capped Angel of Mercy who soothes 
troubled brows and inserts thermometers in feverish 
mouths. Or, perhaps, we need not worry. It may even 
be that this aspect of psychiatric nursing is no further 
removed from the traditional bedside nursing than 
psychotherapy by physicians is removed from the work 
of an orthopedist putting a cast on a fractured ankle. 
There is room for both among physicians, and there 
ought to be room for both in the nursing profession. 
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COMPAZANE 


can penetrate the mental and physical apathy of senile patients so that they become 
more alert and cooperative. With “‘Compazine’, these patients are usually less inclined 
to incessant complaining. As they begin to socialize and to take an interest in their personal 
appearance and environment, the problems of management are greatly eased. 


‘Compazine’ can also resolve the delusions and hallucinations of senile psychotics. 


And because ‘Compazine’ has little, if any, hypotensive effect, it can be used even in those 
patients who have cardiovascular disorders. 


N.B.: If the senile psychotic is hyperactive, agitated, or belligerent, needing a sedative 
effect, Thorazine® (brand of chlorpromazine) may be preferable. 


leaders in psychopharmaceutical research §MITH 
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GUEST EDITORIAL 


Dr. Walter E. Barton, President-Elect of the American 
Psychiatric Association, has devoted the major part 
of his career to hospital psychiatry. He has been the 


Superintendent of the Boston State Hospital since 1945. 


He was a consultant to the Mental Hospital Service 
from its establishment in 1949 until 1953 when he 
resigned because of the pressure of other duties. 


“They Also Serve .. .” 


HE PATIENT is the focus of attention in any hospital. 
"Wiksectines people act as though a hospital were a 
laboratory for the study of disease or the development of 
physicians. Its primary purpose is to provide a special- 
ized environment to meet the needs of patients who are 
ill. The mental hospital was created by society as a place 
to restrain the sick-in-mind from doing harm to them- 
selves or to others. 

Moral treatment, expressing as it did kindly concern 
for the sick individual and endorsement of the homely 
virtues of an extended family, supported a sense of dig- 
nity and the expectation that each patient would do his 
share of the day's work. Moral treatment, as practiced 
by the early mental hospital, was highly successful in 
improving behavior. 

The great numbers of patients who poured into mental 
hospitals and stayed there resulted in large institutions, 
for it was cheaper to crowd patients into an existing 
facility than it was to build a new one. Today, modern 
psychiatry with its inheritance of big hospitals, often iso- 
lated from communities, wishes for smaller hospitals 
located near to the homes of the patients it serves. The 
bigness of institutions has created distance between peo- 
ple and, as a consequence, a variety of problems center- 
ing around understanding the role and function of groups 
other than our immediate associates. The lack of com- 
munication between groups has distressed everyone. 

Medical practice has become a complex affair carried 
out by a multidisciplinary team. Physician and nurse, 
who are the symbols of scientific medicine, are assisted in 
their work by other professions—the social worker, occu- 
pational therapist, clinical psychologist, chaplain, X-ray 
technician, laboratory worker, biochemist, and a host of 
clinical specialists. 

The sheltering of the sick and the protection of the 
patient are no longer satisfactory organizational goals. 
Cure of disease; modification of behavior; rehabilitation 
that encourages satisfactory social and vocational achieve- 
ment, in spite of residual mental handicap—these are 
some of the revised aims of the mental hospital. 


Behind the glamor group of professional staff members 
who treat patients directly, with the best that modern 
medicine can provide, are the hospital departments that 
insure good basic care to the patient and provide re- 
sources to the professional staff that make their work 
possible. The jet pilot is the hero who captures the glory 
as he holds all eyes upon his vapor trails in the distant 
sky. To prepare the pilot for his brief flight and to keep 
the plane aloft requires the unrecognized labor of hun- 
dreds of people in support. Similarly, many hospital de- 
partments perform their work alone and unrecognized, 
as other groups receive public acclaim. 

It is my privilege to salute the helping groups without 
whom no mental hospital could exist. Without their de- 
votion and loyalty there could be no organization in sup- 
port of the psychiatrist and nurse. We honor the Medical 
Records Department, the Fiscal and Personnel Depart- 
ments, the Plant Operations and Maintenance Depart- 
ments, and the Hospital Services—Dietary, Housekeep- 
ing, Laundry, Transportation, Communications, Grounds, 
Protection, and others. The business manager, their 
leader, “makes the place run,” and with the help of his 
associates, provides the necessities of life in food, cloth- 
ing, and shelter for all who live and work together as 
patients. 

The power to support can also thwart. Essential serv- 
ices make professional achievement possible. Priorities 
for medical equipment and supplies in tight budgets 
favor patient therapy. Adaptation to change in the revo- 
lution of treatment procedures now under way often 
requires abandonment of the familiar and comfortable 
way of doing things. Support from the business and serv- 
ice personnel speeds patient recovery, shortens hospital 
stay, increases patient comfort, and builds public good 
will and confidence. 
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Industrial Workshop for Psychiatric Patients 


By HERMAN C. B. DENBER, M.D. 
Director of Psychiatric Research 
Manhattan State Hospital 
Ward's Island, New York City 


ines PATIENT in a custodial institution usually lacks 
any goal-directed behavior other than conformity 
to traditional standards, and consequently will more than 
likely live in the direction of his illness. Resocialization 
as part of the over-all therapeutic procedure aims at re- 
versing this trend. Stimulating the patient to take part 
in the different group activities on the ward is the begin- 
ning of such a process. 

One may go further and hold that reintegration of a 
patient into the community is dependent upon, among 
other things, elimination of the classically induced hos- 
pital-de pendency, with assumption of an ego-satisfying 
role. It is well known that endless hours of beredom ina 
ward in which oral gratifications (meals, medicines, etc. ) 
are the sole focus of existence may be antitherapeutic and 
reinforce the primary negative adaptive mechanisms. 
Productive, remunerative labor is composed essentially 
of motor activity without oral components. 

Industrial workshops are a standard part of Continental 
psychiatry, and in some places form the mainstay of 
treatment. However, the introduction of gainful work 
for patients, on contracts from outside industry, has met 
with unusual resistance in this country—based mainly on 
purported laws or rulings which have in fact been found 
to be nonexistent. In addition, patient labor has been 
considered exploitive, an attitude which ignores the un- 
usual therapeutic aspects of such an approach. 

After extensive observations of analogous operations in 
European hospitals, it was decided to set up an industrial 
workshop in the research division of the Manhattan State 
Hospital,° and a U.S.P.H.S. grant was sought and ob- 
tained from the National Institute of Mental Health. 

Although the research service of this hospital operates 
within the framework of a ther rapeutic community, and 
features a multidisciplinary approach (pharmacologic, 
psychotherapeutic, and social), a great hiatus was found 
to exist in the patients’ day. The ritual of taking a pill, 
the analytic sessions, or group activities program left 
many unfilled hours. It was reasonable to assume that a 
ward functioning as a community should make provi- 
sions for productive, meaningful, remunerative work by 
each patient, irrespective of acuteness or chronicity of 
illness. However, the low socioeconomic level and ex- 


*Denber, H. C. B., “Work Therapy for Psychiatric Pa- 
tients,” ComprenENsive Psycutatry, February 1960, pp. 
49-54. 
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tremely poor work records of patients in this ward offered 
a serious rehabilitation problem. Many never worked for 
extended periods, and some not at all. Placement on con- 
valescent care or discharge usually was not preceded by 
any rehabilitative procedure, and it was believed that a 
ward workshop might fulfill this function. 


Materials and Methods 


The problems incidental to setting up a workshop of 
this type may be regarded from the administration, staff, 
and patient standpoints. All possible problems were en- 
countered from April 1958, when the project was started, 
until March 1959 when this preliminary report was sub- 
mitted for publication. 

Various laws and rulings were cited prohibiting such a 
shop, and these were eventually found to be groundless. 
Although the specter of labor union interference was 
raised, this has not materialized. Nevertheless, it is a 
problem that may require consideration elsewhere. The 
introduction of remunerative work immediately raised 
several legal problems, the most important of which con- 
cerned the Federal Labor Law (Fair Labor Standards 
Act, Revised 1957). It states (1) that there must be a 
minimum wage of one dollar per hour for all employees 
engaged in any produce affected by interstate commerce; 
(2) that there must be overtime paid at the rate of time 
and one-half for all hours over 40 worked during one 
week; and (3) that 16 is the minimum working age. Spe- 
cial application for exemption can be and was made to 
the U. S. Department of Labor; handicapped-worker 
certificates, permitting the payment of less than the one- 
dollar-per-hour minimum wage, were obtained. 

The matter of staff was a prime problem. Our shop 
was begun without any specialized personnel, but Mrs. 
Diana Burnell, then the senior occupational therapist, 
gave much valuable assistance in setting up the project. 
There is at present a senior occupational therapist, a 
vocational rehabilitation counselor, and an attendant 
trained in manual arts. This could be considered the 
minimum necessary professional force. A patient does 
the work of timekeeper or bookkeeper, although the ac- 
counts are paid through our business office. Administra- 
tive details are kept to a minimum, but various forms 
are necessary to record daily attendance, work perform- 
ance, wages earned, receipt and shipment of products, 
billing, and wages. 

The locale of the shop is away from the ward living 
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quarters to avoid the problem of “homework.” The area 
is adequately Jit and well ventilated. The necessary furni- 
ture, such as tables, chairs, desks, etc., was secured from 
different services within the hospital, and space was made 
available for storage, since materials arrive in bulk from 
the outside contractor. 

Types of Work 

The type of work that can be done in a ward shop is 
variable. In European institutions, where such proce- 
dures are almost standard, activities range from packag- 
ing, to binding pps calendars, to stringing small 
tennis rackets. A satisfactory method for studying po- 
tentialities of the patient-group is a personnel inventory, 
determining what skills are available. For instance, where 
typists are available, addressing envelopes can be a sim- 
ple, remunerative task. Appropriate industries are then 
contacted, either personally or through a written pres- 
entation. We have inserted an advertisement in some 
local newspapers as well. 

It is generally agreed that industry should be ap- 
proached on a business basis and not on the basis of re- 
questing a charitable contribution. The prospective con- 
tractor must be shown the advantages of selecting hospi- 
tal patients for his job. Obviously, cheaper prices will be 
be attractive, but the labor market is extremely thin for 
most of the work offered, and contractors are eager for a 
continuous and steady source of workers. Patients work 
meticulously and attentively without the usual disturb- 
ances or distractions of the industrial factory. Inasmuch 
as the hospital truck goes to the city almost daily, pick-up 
and delivery service is readily available. Arrangements 
are made well in advance for pick-up and delivery, and 
adequate leeway must be allowed at the beginning until 
the average production time is ascertained. 

In soliciting contracts, it is wise to add various cau- 
tions at the beginning, regarding possible delays in pro- 
duction and delivery. In our own case, these have never 
arisen. We have found industry to be very sympathetic, 
helpful, and understanding of the aims of this project. 

The general matter of working as part of the re- 
search division’s intensive treatment program, was dis- 
cussed on many occasions in the general ward meetings, 
both before and after the doors were opened. Patients 
and family were told that daily work was to be part of 
the treatment program; those who refused were free to 
request transfer to other wards. Once the rehabilitation 
shop was opened, the patients were advised that each, as 
part of his therapeutic obligation, would have to choose 
some form of occupation. This was not necessarily lim- 
ited to the industrial shop. The patients were given to 
understand that a community has certain standards and 
rules to be followed; the same holds true for a hospital. 

Some patients objected by saying, “We are sick and 
should not be made to work,” or “We are here to rest,” 
or “The drugs make us numb so that we cannot work.” 
These and other remarks were patiently reviewed week 
after week in the group meeting, so that at present the 
work concept has become as ingrained in the ward social 
system as the open door. Some families objected to their 
relatives’ “having to work” and these patients were even- 
tually transferred to other wards. Occasionally it was 


necessary to transfer a patient who not only resisted the 
idea of being occupied but refused any treatment—phar- 
macologic or psychotherapeutic. Interestingly enough, 
while objections were raised initially to the mere idea of 
working, there is now grumbling when there is no work. 
Participation in the shop can also be considered as a 
reality anchor for the more seriously ill patients. If an 
ego-cathexis develops with the shop as the object, the 
frequent absence of work may in turn lead to a total or 
partial decathexis. This oscillation can eventually give 
rise to added symptoms and in the long run may be 
antitherapeutic. 

Before assignment to the industrial shop, each patient 
is first interviewed by a physician who writes a referral 
to the occupational therapist, indicating where the pa- 
tient might best be fitted to work. This is part of the 
regular admission procedure. An interview with the 
therapist establishes the patient's interests and potentiali- 
ties, and the relation of previous work performance to 
available jobs on the ward. A handicapped-worker-cer- 
tificate application (form 524-2) is then filed with the 
regional office of the U. S. Department of Labor, re- 
questing exemption from the minimum wage law. 

When new work arrives, a time-and-motion study is 
done on the best workers. Its purpose is to break down 
a job into its component operations and to determine the 
pay for each on the basis of time required for satisfac- 
tory performance. After the unit labor cost is determined, 
overhead (25 per cent) is added, giving the final billing 
price. 

The shop is operated along strict business principles. 
If a delivery is promised by the truck, or an alteration of 
space by the carpenter, these must be done on time. 
Otherwise, commitments made to contractors cannot be 
carried out. Each patient is paid for his work in accord- 
ance with the time-study done when the job starts. Pay 
is at fixed intervals, and if for any reason there is some 
irregularity, this is completely explained. 


Results 


From one to fifteen patients have been employed at 
any one time. These have been either acutely ill and re- 
cently admitted, or long-standing and hitherto considered 
“deteriorated.” The usual hours of work are from 9:30- 
11:30 a.m. and from 1:30-4:00 p.m. Four jobs have been 
in operation to date: (a) folding plastic bags, (b) string- 
ing doll necklaces, (c) packaging plastic place mats, and 
(d) making ceramic jewelry. Initially, lack of personnel 
was the major factor limiting our contracts. This has 
changed, and we are now in the process of securing addi- 
tional work to provide continuity, variability, and accessi- 
bility for different patients. 

Restless patients have been observed to get up from 
their tables and walk about the shop or even out into the 
hall. Yet, they usually return to finish the work. These 
patients do well with bulky operations, such as packaging 
and handling. Old catatonic and hebephrenic patients 
are better suited to meticulous, tedious operations, such 
as stringing necklaces or placing metal clips at the end of 
a string. Preliminary observations indicate that patients 
enjoy jobs which are not monotonous. There was a much 
greater enthusiasm for packaging varicolored place mats, 
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for instance, than for folding clear plastic bags. The 
implication of these observations will be studied further. 

One extremely paranoid patient worked excellently in 
the capacity of floor-lady, paying strict attention to the 
innumerable details of the shop. It has been observed 
that patients in the shop function as a social’ unit, and 
have a much higher degree of tolerance for one another 
here than when on the ward. In the latter setting, they 
may refuse to give mutual assistance, but will do so in 
the shop. Criticism is accepted here with greater ease. 

Five patients were selected at random and asked their 
opinions regarding the rehabilitation program and its pro- 
cedures. There was a uniform expression of “keeping oc- 
cupied in the shop.” One said, “If you continue to worry 
about things, you get sick.” Another said, “You get bored 
doing nothing—get sick—do nothing—and then you really 
get sick. At least I have spending money and I don't 
have to pester my mother for two dollars a week.” A 
third said, “If you sit around, you get bored, walk up 
and down, become restless.” 


All agreed that making money was a great help in that 
it made them independent. “It's a feeling like outside, 
working and you get paid. It is something I accom- 
plished. If you don’t do anything, you feel useless. I 
don't like to feel useless.” One patient summed it all up 
by saying, “It brings people happiness.” While there were 
no direct criticisms of classical occupational therapy pro- 
cedures, we had the impression that the workship has 
greater ego-syntonic values. There have been no episodes 
of destructiveness, either self-directed, at others, or with 
materials. 

Rehabilitation begins at the time of admission, and 
planning for the postdischarge period takes place once 
the acute symptoms have receded. It is certain that only 
through a combined medical and social approach can pa- 
tients be discharged and kept out of the hospitals. The 
feasibility of an industrial workshop for psychiatric pa- 
tients has been demonstrated. Work therapy offers an- 
other and very interesting approach to the total treat- 
ment process. xk 


Pastoral Counseling with the Mentally IIl 


HAT DISTINCTIVE CONTRIBUTION Can a trained chap- 

lain make to the mentally ill patient in a hospital 
which is dedicated, as Dorothea Lynde Dix expressed it, 
to “the most humane care and enlightened curative treat- 
ment”? 

The chaplain who is clinically trained and is sensitive 
to the complex needs of the deeply troubled person is in 
a unique position to be of help in the mental hospital. 
This is especially true when it is part of his ministry to 
visit with the patients immediately following their ad- 
mission, providing, of course, this is not medically contra- 
indicated. His “office” at this time, that of “pastoral 
counselor,” becomes his most distinctive contribution, 
and the focus of his ministry to the patient. Vulnerable 
as the patient is at the time of his admission, being given 
to heightened anxieties, such pastoral ministration can be 
most supportive, and its strengthening effects can enable 
the patient to mobilize his life-forces. 

Wherein does pastoral counseling differ from skilled 
psychotherapy or treatment? Obviously in so brief a 
statement as this, one can only point to what is the core- 
concern, with the full realization that even this brief 
mention is capable of misinterpretation. (There is in- 
deed pressing need for this whole problem to be ex- 
plored more fully.) 

For this writer, the one and only really distinctive 
feature about pastoral counseling is that the pastor is 
identified as the pastor, and hence represents God, reli- 
gion, and the church; he therefore has at his command all 
the unique resources of religious faith and practice. 
These “resources” (and this word is readily misunder- 
stood as well, because it is so often equated with a ma- 
nipulative kind of religious approach) can be the means 
bv which the sick person can regain his “soul’s health” 
when they are offered with sensitivity in the healing 
community. 

One cannot overestimate the effect, positive or nega- 
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tive, which this identification can have for the troubled 
person. But it is only when the chaplain is sensitive to, 
and trained to understand, the needs of the patient that 
his counseling can make its maximum contribution. 

When this identification of the pastor with the re- 
sources of religious faith and practice is understood for 
what it is—consciously or unconsciously—the counselor is 
able to be a pastor and hence to make his distinctive con- 
tribution. When the chaplain himself is securely ground- 
ed in what Dr. Paul Tillich calls the “Ultimate Con- 
cerns,” the much-needed and unique offering of his office 
can be made most helpful. The troubled person, isolated 
from others, needs to share the causes of his isolation— 
his fears, guilts, shame, resentments, ignorance, misun- 
derstanding, denied tenderness, and pride—with one who 
can bring him closer to the ground of his being, the 
Ground of his Ultimate Concern. 

The chaplain, of course, is most effective in his pas- 
toral counseling when, in seeking out the patient, he is 
able to demonstrate in himself the sensitivity. under- 
standing, patience, warmth, and love that will enable 
him to hear something of the loneliness, pain. and suffer- 
ing which has accompanied so much of the “shut-up- 
ness” we find in our mentallv ill people. In such an at- 
mosphere, where prayer is offered, scripture read, church 
teachings discussed, religious practices examined, the 
troubled person can come to feel a little less need to re- 
main hidden. He may dare to become a little more of 
that for which he was divinely created—a person in his 
own right. This guidance called “pastoral counseling” 
can best be offered when the chaplain has been ade- 
quately and clinically trained for this demanding kind 
of ministry. No other ministry should be encouraged by 
the sensitive and conscientious hospital administrator. 

By The Reverend Ernest FE. Bruder. 
Director, Protestant Chaplain Activities, 
St. Elizabeths Hospital, Washington, D.C. 
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THE FAMILY DOCTOR 


AND YOUR HOSPITAL 


i MENTAL HOSPITALS appear to be making 
strong headway by discharging more and more 
patients, this gain is sometimes more apparent than real, 
because so many of these patients are being readmitted. 
Often, such readmissions occur from causes which the 
community could avoid, as in the following cases: 

1. A former patient has a brief, mild, psychotic exacer- 
bation for which the community unnecessarily returns 
him to the mental hospital. 

2. No physician supervises the former hospital pa- 
tient’s drug therapy. On his own, the patient stops taking 
his ataractic, his symptoms reappear, and he must return 
to the hospital. 

3. The patient exhibits a minor behavior fluctuation. 
His panic-stricken family, having no physician to guide 
them, thinks he is having a “relapse” and demands that 
the hospital take him back. If the family does take the 
patient to the family physician, the chances are the physi- 
cian is suddenly confronted by a patient he has not been 
asked to see for some time. He might have been able to 
carry this person as an office patient and avert rehospital- 
ization, but in this unexpected emergency and under 
pressure from the family, he will “do something right 
away, by returning the patient to the hospital. 

It might have been different if the physician had been 
familiarized with the patient and his progress in the 
mental hospital. Then he could have helped the patient 
and family through the disturbed episode. It is the 
suddenness of the confrontation with the emergency that 
makes it difficult for him to manage the patient without 
returning him to a mental hospital. 


The G.P.’s Capabilities and Apprehensions 


In recent years, community resources have become 
better able to support our discharged patients. We in- 
volve the family and local social agencies. Mental health 
clinics provide aftercare, and work closely with our hos- 
pitals. But these resources are not always available, and 
even when they are, they are not necessarily effective. 
Therefore, many patients have had inadequate care, 
while the most available and logical person to give the 
necessary care, the family doctor, has been ignored. 

e Not only can he handle medical conditions such as 
mental illness, but as a physician he may prescribe the 
ataractic drugs often needed. 

e He can use his knowledge of the family and their 
trust in him to reassure them. 


By WILLIAM F. SHEELEY, M.D. 

Chief, General Practitioner Education Project 
American Psychiatric Association, 
Washington, 


e He can treat the mildly ill patient in his office or 
at the general hospital, and thus spare the mental hos- 
pital to treat the severely ill. 

e He can help patient and family find needed social 
agencies. 

e He can facilitate the patient’s return to a mental 
hospital, when necessary, and inform the staff concerning 
the patient. 

e He can interpret the hospital procedures to the 
family, so that they can cooperate. 

e He can lower the hospital’s daily census by helping 
to reduce the number and duration of readmissions. 

Before the mental hospital can utilize this family- 
physician resource properly, however, hospital and phy- 
sician must develop mutual understanding. The hospital 
should take the initiative in seeking this understanding, 
because, although the effort is time-consuming, it is 
worthwhile to show the physician his stake in mentally 
ill persons. 

The hospital will have to answer the doctor's question: 
“What's in it for me?” 

The question is not so self-concerned as it seems. The 
G. P. must use his time to give the best care to the many 
kinds of patients he sees each day. Meanwhile, he must 
keep abreast of medical progress to prevent his methods 
from becoming superannuated and thus, in themselves, 
neglectful of his patients. Before he can ally himself 
with a mental hospital, or attend its seminars, he must 
see how so doing will benefit his patients. 

Another of his questions will be: “Am I really qualified 
to do this? Is my understanding of mental illness so 
limited that I may harm my patients?” 

Or he will ask somewhat skeptically: “Is the state 
hospital trying to dump these people on me to make their 
statistics look good? Are they trying to get me to do 
their work for them?” 

Yet another question: “If I do treat this patient and I 
need help, will the hospital bail me out?” If he fears the 
hospital won't accept his patient promptly should the 
illness worsen, he may anticipate being in the situation 
of having a “maniacal patient” in the middle of the 
night and nowhere to treat him. 

Or: “If the patient gets worse while I am treating him, 
will I get all the blame?” Can he trust the hospital staff 
not to cast innuendoes? Will town gossip accuse him of 
going in over his professional head? 

And: “Can I depend on the hospital to keep me fully 
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informed about my patients while they are in the hos- 
pital, so that I won't look like an idiot trying to care for 
them after discharge?” 

Now, very often many of these criticisms and appre- 
hensions are groundless; they arise from the ignorance 
of psychiatry and of the local state hospital, which has 
been fostered by estrangement between hospital and 
community. But if we look frankly at ourselves, we may 
find that we have given the family physician at least 
some justification for his ideas; that we have been more 
aloof and incommunicative than we would like to have 
been. 

In any case, the immediate problem is to discover just 
what the G. P. does believe, to dissuade him from false 
notions, and to change undesirable hospital conditions of 
which he can justly complain. 


The Hospital Goes to the G.P. 


A survey of the G. P.’s will reveal their expectations, 
perplexities, fears, and prejudices regarding mental 
patients and psychiatry. Such a survey is probably best 
conducted by means of informal and impromptu inter- 
views between the individual G. P. and individual mem- 
bers of the hospital's staff. These interviews can occur 
in chance encounters: at medical society meetings, in 
the drug store, at the P.T.A., or even in the physician’s 
own office. The interviews can uncover the problems 
he has with both the hospital's discharged patients and 
his own. 

Soon after such an interview, some hospital staff people 
go back to the office and dictate a free account of what 
they have learned from it. They file these dictations for 
a year or so and then analyze all the reports for patterns 
of reaction. Such an analysis often suggests steps to 
better relationships with general physicians. 

Lines of communication with these physicians deserve 
great concern. One of the bitterest and most common 
complaints they aim at the state mental hospital concerns 
“the pall of silence that hangs over it.” 

They complain: “I send a patient into the state hos- 
pital. I take time to send a detailed report about the 
patient which I think will be useful to the hospital staff. 
Then I wait—and wait—and nothing happens. I don't 
know whether the hospital agrees with my psychiatric 
diagnosis, I don’t know how to answer the relatives’ em- 
barrassing questions about what is being done in the 
hospital, and I don’t know when the patient is discharged 
from the hospital. The patient simply appears unan- 
nounced in my office one day expecting me to treat him, 
and I haven't the foggiest notion what has been done or 
what the hospital recommends I do next!” 

This kind of experience, regularly repeated, discour- 
ages the most devoted physician-allies. 

Now, I have no illusions about the difficulty of getting 
hospital physicians to write family physicians. Inertia 
grips even conscientious staff men. And this problem is 
not eased by clerical shortages which frustrate those who 
do want to write letters. Hard as it is to convince budget- 
trimming legislatures you should have more doctors and 
nurses, it is harder still to convince them you need more 
secretaries. 

Nevertheless, communication must occur. The tele- 


20 


phone may partially solve your problem; long-distance 
charges cost less than per diem expenditures. 

Members of those hospital staffs that have developed 
good relations with family physicians usually are active 
in the local medical society. They join, and attend meet- 
ings regularly. They offer to serve on committees, espe- 
cially those promising more sweat than glory, and volun- 
teer to give scientific papers. The program chairman 
often has to fill an unexpected vacancy, or has difficulty 
completing his regular calendar, so he is grateful for 
assistance. 

When one of the staff does give such a paper, however, 
at stake are the hospital’s reputation, the attitude of the 
G. P.’s toward the hospital, and therefore, the collabora- 
tion it will have with them. By example and by require- 
ment, hospital leaders should encourage their staffs to 
present papers that are succinct, accurate, and interest- 
ing, and well written. Authors should be encouraged to 
read preliminary drafts before the staff, for comments 
and suggestions. 

A well-written and presented paper will inform the 
G. P. of his patients’ care in the hospital and, if it also 
enhances his psychiatric sophistication, both he and the 
hospital will profit. 

Now and then, the hospital might invite the local 
medical society to have a regular meeting in the hospital. 
The meeting topic need not be related directly to the 
hospital; it would simply involve providing a meeting 
place out of medical courtesy. (And just incidentally, 
such a meeting will help the physicians to feel at home 
in the hospital. ) 


The G.P. Goes to the Hospital 


Once reasonably good communication has been set 
up, and once a feeling of comradeship has been estab- 
lished with the physicians in the area, it might be appro- 
priate to invite them to staff conferences, and perhaps to 
conduct seminars just for them. 

At first, these seminars may concentrate on the physi- 
cians’ problems with the hospital’s discharged patients. 
This is important, for an astute reply can prevent an 
unnecessary admission. Or if an admission cannot be 
avoided, at least it will not come in the midst of a ramp- 
ant family emergency born of inept handling and pro- 
crastination. 

Now and then, some psychiatric theory will be appro- 
priate either during impromptu discussion or during 
formal didactic sessions. These teaching sessions can be 
held as often as once a week at a time convenient for the 
G. P. Usual length for the sessions will probably be 
about two hours, and they need not be in the hospital. 
If going to another meeting place will help the general 
practitioners, why should the staff not go? 

Inviting the family physician to his patients’ discharge 
conferences, whether he accepts or not, will at least en- 
hance his interest and cooperation. A summary of the 
conference proceedings should go to the physician despite 
the technical problems discussed above. 

The physicians can become an extension of the hospital. 
The over-all therapy program will depend on them. The 
more efficient the general practitioners become, the 
better the hospital’s job will be. 
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An example of the family practitioner’s value is pro- 
vided by the Embreeville (Pennsylvania) State Hospital's 
program of close collaboration with the G. P. since 1955. 


A Project at Work 


Early in this program, Dr. Eleanore R. Wright, the 
hospital’s clinical director, personally discussed each pro- 
posed admission with the family physician so as to en- 
hance the hospital-physician relationship. At present, 
routine admission procedure involves sending the refer- 
ring physician a copy of the admission staff's report, 
which includes history, physical and mental findings, and 
proposed treatment program for the patient. The hospital 
encourages the physician to request telephone or even 
office consultation. When the patient is discharged, the 
physician is notified. This notification has grown from a 
simple form letter suggesting medication, to a missive 
containing a copy of the discharge summary with brief 
history, findings during the patient's stay, concluded treat- 
ments, and suggestions for his future care. 

Another useful practice being followed is: When a new 
physician first sets up practice in the town, the hospital 
offers him part-time employment on its staff. Later, as 
his practice enlarges, he usually leaves the staff, but con- 
tinues as a community friend who knows hospital and 
staff and who is known by them. Collaboration under 
these circumstances is natural and easy. 

The results of this program are impressive: Of the 
patients discharged during the four and a half years the 
program has been in operation, 88.96 per cent are out of 
the hospital at the present time (67.89 per cent have re- 
mained continuously out of the hospital; 21.07 per cent 
have returned for short periods and are out again). The 
remaining 11.04 per cent have returned to the hospital 
and are still there. 

In 1957 the hospital sent questionnaires to family phy- 
sicians following the release of discharged patients. Those 
physicians replying reported that 72 per cent of such pa- 
tients were making fair to good adjustment at home, and 
that 10 per cent were adjusting poorly. They did not 
comment about the remaining 18 per cent. 

The hospital has learned from this program that gen- 
eral practitioners want to learn more about the func- 
tioning and problems of the mental hospital; that suc- 
cessful discharge of a patient depends not only on the 
patient’s medical condition, but also on the exacerbating 
effects of the environment to which he is returning; that 
the family physician, instead of being antagonistic to 
caring for psychiatric patients, is both willing and gen- 
erally competent; that astute physicians can avoid hos- 
pitalizing many patients; that the patients themselves ap- 
preciate the therapeutic value of living at home and 
having gainful employment while still under treatment; 
and that preadmission interviews enable hospital, physi- 
cian, and family to retain senile persons in the community 
and cut admissions of these patients in half. 


A Projected Program 


The hospital's most psychiatrically-seasoned staff peo- 
ple—the superintendent, the clinical director, and the 
senior chiefs of major services—should launch the train- 
ing conferences. Soon other staff, such as psychologists, 


social workers, and nursing supervisors can be intro- 
duced. The social worker, for example, can best deline- 
ate the nature of unmet needs in the community. 

As the “students” let down their guard, they will them- 
selves bring in ideas. The class will find such ideas more 
real and vivid when they come from one among them- 
selves rather than from the teacher. When at last 
students seem almost to run the conferences and to use 
the teacher primarily as a resource person, the teacher 
can congratulate himself on his pedagogical skill. 

Sooner or later, each of the students will begin to dis- 
cover that he has a set of personal emotions, and that 
those emotions and the attitudes they engender, drastic- 
ally affect the treatment of his patients for better or 
worse. At this point there is danger that several of the 
physicians will flee from the anxiety-inducing situation, 
or that the teacher’s own anxiety will reduce the confer- 
ences simply to group therapy sessions and the students 
to unofficial patients. 

But this eventuality and how to handle it will not 
offer too great a challenge to a psychiatrist. It is merely 
a matter of being prepared for it, handling it deftly, and, 
indeed, making the most of a “transference” type of situa- 
tion in order to bring the G. P.’s over to our side. Some 
will leave in scorn, but more will stay to help. That is 
when the dividends start to roll in. xk & 


G.P.’s Urge More Hospital Communication 


Of 43 general practitioners interviewed in Maryland 
during the past year by a research assistant of the Spring 
Grove State Hospital Department of Medical Research, 
32 gave affirmative answers to the question, “Do you have 
any suggestions for implementing closer collaboration 
between Spring Grove and community physicians for the 
benefit of patients?” 

These interviews were conducted during the course of 
a follow-up study of patients who had been on a com- 
parative drug study (MY-2152) administered by Friends 
of Psychiatric Research, Inc. The physicians, distributed 
throughout Baltimore City, Baltimore County and six 
other Maryland counties, were those named as the pa- 
tients’ family physicians. 

Among the suggestions offered were: twenty requests 
for reports from the hospital to the family physicians 
concerning paroled or discharged patients, ten for peri- 
odic progress reports on hospitalized patients, and four 
for hospital-sponsored educational programs. 

Single requests included reference material on the new 
drugs, arrangements for periodic evaluations by hospital 
psychiatrists of outpatients treated by family physicians, 
and the proposal that hospital staff make themselves 
available as speakers for local medical societies and chap- 
ters of the American Academy of General Practice. 

Two themes recurred spontaneously during the inter- 
views: the appalling incidence of mental disorder, and 
the failure of communications between the fields of 
psychiatry and general practice. 

Albert A. Kurland, M.D. 
Director of Medical Research 
Gertrude L. Nilsson 

Special Research Asst. 
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The Growth of A Psychotherapy Program” 


By ROBERT K. JONES, M.D., Staff Psychiatrist, 
Chairman of the Psychotherapy Board 


NDER A PROGRAM Which began when the Topeka 
State Hospital was converted from a custodial to 
an active treatment and training institution in 1949, in- 
dividual psychotherapy is provided for inpatients as well 
as for outpatients. To narrate the origin and develop- 
ment of this program is one object of this paper. Details 
of the present organization will also be outlined, because 
knowledge of them may have practical value for the 
psychotherapy of patients in other mental hospitals. 
Approximately in the last decade, major changes in 
organization have taken place. In 1949, the hospital had 
1800 beds and provided custodial care. It has become 
a 1400-bed hospital for treatment and teaching. Each of 
its five sections roughly approximates a separate mental 
hospital equipped and staffed to treat 200 to 400 patients. 
Two sections are for women and two for men; the fifth is 
for children. Each section is administered by a staff 
psychiatrist and one or two assistants. Since this is a 
teaching hospital, each section also has from five to 
eight psychiatric residents who are in the first, second, 
or third year of graduate training. 


Chaos to Order 


Formerly, the interest and potential of the staff were 
limited. In 1949, members of the medical staff were few, 
and their prime concern was to obtain such items as 
clothing, hot water, soap, adequate food, and medical 
care rather than to provide individual psychotherapy. 
Only after tangible needs had been satisfied, and ac- 
cepted by patients and administrators as regular equip- 
ment of a modern mental hospital, did the staff extend its 
interests. With 200 to 400 patients to care for by him- 
self, the section chief, even after he had secured the 
necessities of life, could not give psychotherapy to in- 
dividuals. He was busy making ward rounds, writing 
orders, supervising somatic treatments, and writing re- 
ports and correspondence. In any additional time he 
might teach psychiatric aides. He had to treat patients 
en masse. 

At this time also, patients to be treated by the staff 
were assigned on a sort of hit-or-miss basis. A physician 
came to know about a patient’s need for psychothe rapy 
only because the patient was on one of his wards. Physi- 
cians who had the time to do psychotherapy had no way 
of knowing about a patient elsewhere in the hospital w ho 
*Based on a paper presented at the 1958 Annual Meet- 
ing of the American Psychiatric Association in San Fran- 
cisco. 
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and WILLIAM S. SIMPSON, M.D., Clinical Director 
Topeka State Hospital, Kansas 


needed this treatment. When a physician left the hos- 
pital, continuity of treatment, if any, rested on informal 
arrangements between two physicians. 

Out of this chaos, order slowly developed. The number 
of staff psychiatrists and residents was increased. The 
residents, moreover, requested that they receive instruc- 
tion and supervision in individual psychotherapy. 

Accordingly, the clinical director established a seminar 
and secured as its chairman a training analyst, a teacher 
from the Topeka Institute for Psy choanaly sis. All staff 
psychiatrists were included in the seminar, which met 
once a week to discuss the supervision of residents in 
psychotherapy. The purpose of this seminar has remained 
essentially unchanged, although the subject material has 
changed as the members of the group have matured in 
experience. 


Psychotherapy Pool 


A year after the seminar had been started, the clinical 
director gathered, from members of the staff, names of 
inpatients who needed individual psychotherapy. The 
resulting list became known as the “Psychotherapy Pool,” 
from which any staff or resident psychiatrist could, with 
the approval of the clinical director, choose a patient and 
begin psychotherapy. This system was seemingly un- 
complicated. 

Several staff psychiatrists met to set up simple rules: 
1. Residents were not to begin psychotherapy training 
until the second year of their residency. 2. Each case in 
which the therapist was a resident was to be supervised 
by a staff physician. 3. The resident's administrative 
supervisor should not also be his supervisor of psycho- 
therapy. Things worked well for a time. However, de- 
mands increased and programs ramified. 

A children’s treatment unit was organized and more 
demands were made to provide individual psychotherapy 
for children. Names of patients remained on the list a 
discouragingly long time. The “Psychotherapy Pool” 
became a “Stagnant Pool” because physicians tended 
to choose for treatment patients from their own ward or 
section. Another disadvantage of the pool was that the 
patient's stay in the hospital was likely to be longer than 
the therapist's stay in Topeka; yet, no certain system 
existed for transferring patients to new therapists. No 
routine records of treatments were kept at this time. 

In 1954, therefore, the staff met to lay the foundation 
for the present psychotherapy program. The aims were 
to improve both psychotherapy and training. 

The clinical director appointed a committee composed 
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of staff psychiatrists from the adult inpatient sections, 
the outpatient department, the children’s section, and the 
psychology department. The committee sent out a ques- 
tionnaire to all staff psychiatrists, residents, and psychol- 
ogists, requesting (1) the names of patients in psycho- 
therapy, (2) the number of hours per week of treatment 
they were receiving, (3) the number of hours they had 
been in treatment with the present therapist, and (4) the 
name of the person who supervised the psychotherapist 
in his work. 

The answers were revealing. They disclosed that there 
was much duplication of effort and that a spendthrift 
attitude existed toward the time of supervisors, so that 
some residents and staff members were receiving super- 
vision from four or five different people. Also, it appeared 
that some sections had many patients in psychotherapy 
(mainly the female sections), while other sections made 
little use of this treatment. 

The question arose of the role of sections in the new 
organization. Until this time, the sections had been 
almost autonomous units. Would the section prerogative 
be infringed? Some members of the committee were 
section chiefs. The concern for power, prestige, and/or 
authority plagued the deliberations. 


Psychotherapy Board 


Finally, the committee recommended to the clinical 
director that a permanent Psychotherapy Board be estab- 
lished to provide the administrative structure for a psy- 
chotherapy program. The board would not have to do 
with other than individual psychotherapy. The commit- 
tee recommended that the Psychotherapy Board consist 
of a chairman to be appointed by the clinical director, 
one member from the adult outpatient department, and 
one from each of the five hospital sections, in addition 
to a representative from the psychology department, who, 
the committee felt, should be the director of that depart- 
ment. All recommendations of the committee cannot be 
given here but it was suggested that, as a beginning, the 
Psychotherapy Board limit its function to: (1) providing 
a center to which names of patients selected for psycho- 
therapy might be referred, (2) making assignments of 
patients to therapists and therapists to supervisors, (3) 
receiving requests from prospective therapists for patients, 
(4) receiving and filing progress notes in the patient’s 
folder, (5) receiving progress reports on psychotherapy 
supervision from supervisors, (6) establishing the need 
for continuity of treatment or the need for discontinu- 
ance of treatment, depending on the clinical progress of 
the patient, (7) serving as a permanent consultant body 
for supervisors and therapists. 


Policies and Procedures 


The report was accepted by the medical staff and, in 
the spring of 1955, the Psychotherapy Board began func- 
tioning. At that time, 54 patients were approved for 
treatment by the board. Psy chotherapists numbered 27, 
and these included regular staff members of the medical 
or phychology staff, and residents in the second or third 
year of training. In addition, 15 staff psychiatrists pro- 
vided one hour a week of supervision in phychotherapy 
for each resident. 


The board put in writing some declarations of policy 
and procedure. First, it stated: “The Psychotherapy 
Board has been established to provide the administrative 
structure whereby a psychotherapy program is to be 
carried out at Topeka State Hospital. The primary 
function of the board is to integrate and coordinate the 
conduct of formal, individual psychotherapy.” 

In the second section the procedure is defined for 
introducing a patient into treatment. Once it is deter- 
mined that a patient needs individual psy chotherapy, the 
patient’s physician sends a psychotherapy referral note 
to the chairman of the Psychotherapy Board, along with 
a copy of the case summary and the report of the clinical 
psychological test. The Psychotherapy Board reviews the 
referral notes, establishes a priority list for patients, and 
assigns therapists on the basis of their availability. If the 
therapist is a resident psychiatrist or psychology intern, 
the board is responsible for providing him with a psycho- 
therapy supervisor. 

Part three outlines the manner in which a psychothera- 
pist makes routine reports on treatment, and how these 
reports become part of the patient's clinical record. The 
psychotherapist writes an initial psychotherapy note one 
month after treatment has started. This note details such 
points as the psychotherapist’s initial impression of the 
progress of treatment, the time structure, the arrange- 
ment for fees, cancellation agreements, and a brief de- 
scription of the patient’s initial moves in psychotherapy. 

Then, every three months, the psychotherapist for- 
wards a progress note to the Psychotherapy Board. This 
note is similar to the initial one, but it emphasizes the 
dynamic process of the treatment in the preceding three 
months. 

The board, furthermore, gave examples of a psycho- 
therapy terminal note and of a transfer note. The termi- 
nal note is used when treatment is terminated for what- 
ever reason, and a transfer note is written whenever a 
therapist transfers his patient to a new therapist. The 
transfer note is submitted to the Psy chotherapy Board 
at least one month before the transfer is to take place. 

Finally, the statement authorized psychotherapists 
who had free time to treat a patient, and wished to treat 
one, to forward their requests to the chairman of the 
Psychotherapy Board. 


Tangible Results 


These policies were first published as the Psycho- 
therapy Packet, which was sent to all eligible psycho- 
therapists in the hospital. Since then, the statements 
have been included in the hospital’s policy procedure 
manual which is revised and published yearly. 

Under this system, the number of patients who re- 
ceived psy chotherapy increased from 54 in 1955 to 69 in 
1957. The 69 included 44 adult inpatients and 25 chil- 
dren. In addition, the hospital provided outpatient psy- 
chotherapy for adults and children. The Psychotherapy 
Board therefore saw the need of a more inclusive defini- 
tion of the psychotherapy supervisor. This was of prac- 
tical importance because the program needed more 
supervisory time. A number of the clinical psychologists 
were experienced psychotherapists. However, although 
they had been supervising psychology interns, they had 
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not been supervising psychiatric residents who were 
doing psychotherapy. The Psychotherapy Board recom- 
mended to the clinical director that the director of the 
psychology department nominate members of his staff 
who he felt were sufficiently experienced to supervise. 
The names he submitted were reviewed by the Psycho- 
therapy Board, which sent a final list of names to the 
clinical director for appointment as psychotherapy super- 
visors. 

At present the Psychotherapy Board submits annual 
reports of the scope of the program to the clinical direc- 
tor (who is an ex-officio board member ) and recommends 
changes in policy. The board itself meets weekly to 
discuss current problems and conduct routine business. 
An administrative meeting of the Psychotherapy Board 
and the psychotherapy supervisors is held once a month. 

Thus, two main phases are discernible in the growth 


of the psychotherapy programs at Topeka: (1) Chaos 
and (2) Order. However, the phase of order is in three 
subdivisions: (a) the phase of “The Psychotherapy Pool,” 
which worked well at first but became a stagnant pool as 
it grew, (b) the period of the survey and the work of 
the committee that recommended formation of the 
Psychotherapy Board, and (c) the present phase, wherein 
the Psychotherapy Board is a permanent establishment, 
appointed by the clinical director and representative 
of all five therapeutic sections of the hospital, as well as 
of the psychology department. 

The supposition is that a psychotherapy program de- 
veloping in a large, public mental hospital will tend to 
pass through similar evolutionary periods. It is possible 
to recognize the phase of development at a given time 
and to alter, and thus shorten, the dev elopmental — 
of such a program. ake 


A Psychotherapy Department — Another Approach 


2 PSYCHOTHERAPY, both as a mode of treat- 
ment and as a subject of instruction, is widely in 
use in many mental institutions, the literature contains 
few references to formalized departments of psychother- 
apy. With the idea, then, that the early beginning of one 
such organization might be illuminating, the following 
report of the first five months of operation of a depart- 
ment of psychotherapy in a state hospital is presented. 

The Connecticut State Hospital is a 3000-bed institu- 
tion with accreditation for training psychiatric residents, 
clinical psychologists, occupational therapy workers, mu- 
sic therapists, chaplains, and affiliated student nurses. 

In asking the author to establish a department of psy- 
chotherapy, the superintendent of the hospital pointed 
out the novelty of such a department, and gave the direc- 
tor freedom to handle the assignment as he saw fit to 
satisfy its multiple purposes. It quickly became clear 
that a great deal of thought, planning, and groundwork 
was required. Teaching, supervision, treatment, and re- 
search had to be included, as did the vital functions of 
coordinating and correlating. But even more important 
the “therapeutic atmosphere” had to be fostered and fur- 
thered, which meant, for instance, that the nursing per- 
sonnel had to be brought into the orbit of the new or- 
ganization. 

The director attended regular intake staff conferences 
and also participated in joint staff meetings of the male 
and female services. Communication and interaction 
groups were formed with nurses, aide-supervisors, occu- 
pational therapists, and social workers, except where 
members of these disciplines were already engaged in 
similar meetings which met the twin goals of increasing 
understanding of group dynamics and sharpening sensi- 
tivity to the working-out of emotional problems in a 
group setting. 

With the cooperation of the director of nursing, groups 
of nurses and aides were organized, and a clinical psy- 
chologist was made available by the director of psychol- 
ogy, for each of the two groups formed. In addition, at 
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the request of the director of nursing education, two 
groups of nursing students who showed more than usual 
interest in the field were seen in weekly sessions during 
their three months’ affiliation with the hospital. A cor- 
responding program was worked out with the clinicai 
directors and chiefs of service, to engage the psychiatric 
residents in supervised group therapy. Some of the 
younger staff physicians were included in this program 
at their own request. 

Fortunately, the founding of the new department coin- 
cided with the aides’ Remotivation Program, which was 
started at our hospital in the fall of 1958 and was in full 
operation by January 1959. In a joint meeting w ith those 
responsible ‘for that program, it was decided ‘that the de- 
partment could be of service in evaluating patients who 
had completed the Remotivation course and were pos- 
sibly ready to be taken into formal group therapy. Psy- 
chology interns were made available to treat them under 
the guidance of the psychology staff member charged 
w ith group ther rapy supervision. At the same time, a re- 
search project in group dynamics was initiated in col- 
laboration with a senior member of the psychology de- 
partment. 

While the department was being established, the hos- 
pital was also preparing to introduce the policy of the 
“open door.” These progressive trends then, the open 
hospital and the corresponding therapeutic community, 
help and support the work that the department of psy- 
chotherapy is trving to do, and enhance its acceptance by 
the rest of the hospital. 

Although this preliminary report may sound optimistic, 
difficulties and problems have, of course, arisen. These 
will be discussed at a Jater date. One of our goals has 
been to use such problems and setbacks as learning ex- 
periences. Thus far none have proved insuperable, and 
they have actually served as stimuli to greater effort. 

By Sal A. Prins, M.D. 
Director, Department of Psychotherapy 
Connecticut State Hospital, Middletown 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function ; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 patients) : 
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An Experimental Day-Night-Hospital 


FUNCTIONS 

PROBLEMS 

ADVANTAGES 

AND POSSIBLE DEVELOPMENTS 


pam PRINCIPLE OF PART-TIME hospitalization may, 
over a period of time, greatly change the charac- 
ter of psy chiatric treatment. As experience in the opera- 
tion of such units increases, greater resources for dealing 
with social and environme anal factors develop, effective 
pharmacological treatment methods become increasingly 
available, and more sophisticated community attitudes 
prevail, future psychiatric care may center around large 
outpatient departments and day-hospitals, with a smaller 
number of day-night-hospitals. For a large number of 
patients full-time hospitalization may be entirely elimi- 
nated, and for many others the length of inpatient treat- 
ment greatly shortened. 

The part-time hospital unit may be utilized in many 
different ways, depending upon what functions one 
wishes it to fulfill, Any examination of its virtues or 
shortcomings must therefore be inte rpreted in the light of 
the specific factors of intended function, general setting, 
and resources available. The unit discussed in this paper 
is an experimental one, part of the inpatient department 
of a neurops\ chiatric institute in a large university medi- 
cal center with major teaching and research obligations, 
and located in a major metropolitan area. 

Since there is as yet little clinical information available 
on the choice of patients, therapeutic outcome, and diffi- 
culties encountered in part-time hospitalization programs, 
this paper will attempt to evaluate our initial experi- 
ences, and to outline some areas for further development. 

The day-hospital unit at the Langley Porter Neuro- 
psychiatric Institute opened in December 1957, followed 
by the night-hospital unit in May 1958. The period cov- 
ered in this paper extends to April 1, 1959. The unit had 
at its disposal two wards of the main clinic building, ac- 
commodating 15 day-patients and 13 night-patients. Staff 
consisted of a chief of service, two to three psychiatric 
residents, a senior social worker, a head nurse, three staff 
nurses, a psychiatric technician, an occupational thera- 
pist, and a secretary. 

Day-patients, as a rule, attended the hospital five days 
a week, from 8:30 a.m. to 5:30 p.m.; night-patients five 
to seven days a week, from 5:00 p.m. to the following 
morning. The unit was open seven days a week, so that 
day-patients could attend week-ends if indicated, and 
night-patients, who frequently had no home in the city, 
could be on the unit throughout the week. 

*Now Director, Department of Psychiatry, Cedars of 
Lebanon Hospital, Los Angeles, California. 
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By JOHN GUSSEN, M.D.* 

The Langley Porter Neuropsychiatric Institute 
University of California School of Medicine 
San Francisco 


On April 1, 1959, 16 patients had been discharged from 
the day-unit, 11 were in active treatment; 7 patients had 
been discharged from the night-unit, 7 were in active 
treatment. Figures for the whole Day-Night-Hospital 
were thus 23 discharged and 18 in active treatment—too 
small a number from which to draw statistically signifi- 
cant conclusions. 

In order for the hospital to become as effective a thera- 
peutic instrument as possible in each individual case, 
rules of attendance were made flexible, and varied ac- 
cording to the patient’s needs in various phases of therapy. 
For example, a patient who had spent most of his time 
at home in bed, unable to work, was from the very be- 
ginning encouraged to spend only half days in the hos- 
pital in order to resume his work during the other half 
of the day. This soon enabled him to once again estab- 
lish a working routine, and may have prevented further 
regression. A young schizophrenic girl, totally isolated 
at home for several years, took a volunteer job while hos- 
pitalized on the day-unit, and spent several afternoons a 
week at work. Other patients were given trial leaves, 
long week-ends, or encouraged to spend several days a 
week away from the hospital. 


Flexible Admission Policy 


As it was felt that units of this kind could become im- 
portant treatment facilities in their own right, it was de- 
cided not to limit their function to that of an aftercare 
clinic, but to admit patients who would otherwise be 
hospitalized full time. This enabled us to investigate 
types of patients for which part-time hospitalization could 
replace inpatient care in a given episode of illness. Since 

variables were most difficult to control in an experimental 
manner, policies were kept flexible so that changes could 
be introduced as indicated, in order to gain as much 
varied experience as possible. 

The ward was kept open and operated on the princi- 
ples of the therapeutic community, utilizing frequent 
patient-staff group meetings and allowing patients to 
participate in all but clearly medical decisions. Staff met 
daily in order to discuss patient and staff problems. 

All treatment modalities were utilized. Individual psy- 
chotherapy was provided for all patients on both units, 
the frequency of interviews varying from one to three 
45-minute interviews a week. Night-patients were seen 
evenings and on Saturday mornings. For day-patients 
group psychotherapy was provided by daily 40-minute 
meetings in which patients and all staff members, includ- 
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ing the social worker, the occupational therapist, and the 
ward secretary participated. Attendance! was obligatory 
except if considered contraindicated. Night-patients met 
twice a week with the evening staff and the resident on 
duty. 

Physiological and pharmacological therapies were used 
as indicated; from 50 to 60 per cent of the patients re- 
ceived drugs at some time during their hospitalization, 
and electroconvulsive therapy was given in a few cases. 

Day-patients were strongly urged to attend occupa- 
tional therapy and recreational activities, but this was at 
first left entirely to their own initiative. Attendance 
gradually became poor and patients became increasingly 
inactive and isolated. During times of stress, such as 
during major staff changes or vacation periods, almost 
complete inertia prevailed. Since it was felt that some 
structuring of the day into organized activities is an 
essential part of a treatment program for most patients, 
attendance was made mandatory at one 1s hour occupa- 
tional therapy session and one hour of recreational activ- 
ity a day. This proved to be very successful and resulted 
in very good ward morale. No special occupational or 
recreational activities were initially provided for night- 
patients but they were encouraged to take part in general 
hospital activities such as parties, movies, square danc- 
ing, and the like. Patients soon requested occupational 
therapy, however, and the therapist began to spend one 
or two evenings on the ward to initiate activities which 
patients could continue on their own or with the help of 
the evening staff. 

Collaborative therapy and social service were deemed 
of great importance to the therapeutic program. All avail- 
able close relatives or friends of patients were seen for 
interviews in order to properly evaluate the patient's prob- 
lems. In a large number of cases family members were 
seen more or less continuously—many once a week—by 
the social worker. Community agencies were utilized as 
much as possible to deal with such practical problems 
as employment; rehabilitation; vocational training; and 
family, financial, and general medical difficulties. 


Selection of Patients 


In any discussion of part-time hospitalization, the most 
important question is that of selection of patients. Our 
criteria evolved gradually and primarily in the direction 
of establishing whom not to admit rather than deciding 
on positive indications for admission. 

All criteria being in the last analysis a matter of sub- 
jective evaluation, the chief of service made the final 
decision in all cases, in an attempt at least to provide 
some continuity of subjectivity. Patients were admitted 
both from inpatient care and directly from the outside. 
We tried to avoid admitting only the “good” patients who 
were really well enough for outpatient care, but in retro- 
spect, we saw that this mistake was made in a few cases. 

Patients considered acute suicidal risks were not ad- 
mitted. Four patients who became acutely suicidal while 
on the ward experienced marked anxiety in face of the 
lack of protection and the daily return to outside stresses. 
Staff anxiety was an important factor as well. In a given 
case the ability of the home environment to cope with 
the situation is an important consideration. 


After attempting to treat several patients with acute 
excitement, in one case with nearly disastrous results, 
we excluded patients with this type of pathology. 

Patients were not admitted to the night-unit unless 
they had some occupation during the day, either at home 
or on a job, or were actively looking for a position. 


Selection Criteria and Case Histories 


In our experience, criteria for the selection of patients 
most likely to benefit from part-time hospitalization does 
not seem to be dependent on the diagnostic category but 
rather on the type and severity of psychopathology seen 
against the total environmental background’ The main 
difference between night- and day-patients was not in 
the degree of illness but dependent on whether the 
psychopathology permitted the patient to continue to 
function in some kind of daytime occupation. Sometimes 
the question was as simple as whether or not a job was 
available. 

The following psychopathology in the patient and/or 
his environment tends to make treatment in the Day- 
Night-Hospital difficult or impossible: 

Severe depression with strong suicidal urges or severe 
excitement and disorganization is difficult to deal with. 
Once the acute phase has subsided, frequently after a 
brief period of inpatient treatment, transfer back to the 
Day-Night-Hospital becomes possible for both suicidal 
and excited patients. 

Patients with severe ambivalence and indecision as one 
of the main features of the illness find it difficult to 
tolerate the repeated stress of having to decide to come 
to the hospital each day, and this increases their anxiety 
and depression. With one such patient, “therapy” be- 
came reduced to a repeated effort to keep her coming in 
while her symptomatology increased. She did not begin 
to improve until she was transferred to the inpatient 
department. Her problem was made more acute by her 
husband who found it difficult to tolerate his wife’s psy- 
chopathology and his own ambivalence toward her 
hospitalization. 

Marked ambivalence toward treatment on the part of 
patients’ families, as in the case outlined above (or in the 
case of very dependent patients who cannot make deci- 
sions of their own), may bring therapy to a standstill. 
An example of the latter was a 19-year-old college girl 
whose parents found so many excuses not to bring her to 
the hospital each day that therapy was impossible. Both 
these cases illustrate the importance of work with the 
family. 

Patients who torment their families with constant 
threats of suicide, violence, or abandonment, may have to 
be hospitalized full time in order to preserve the health 
of the family. In one such case, although the suicidal 
risk was not considered great, the patient had to be 
transferred because it became evident during collabora- 
tive therapy that the patient’s husband and daughter 
could not tolerate the situation. 

In patients where excessive alcohol consumption or 
barbiturate addiction is a problem, although not the 
primary one, control of alcohol and drug intake is 
difficult to achieve. There is some question whether such 
problems can be handled effectively in a day- or night- 
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hospital, although it is much too early to draw such a 
conclusion categorically. Units specializing in the care 
of such patients would be a worthwhile experiment. 


Advantages of Part-Time Hospitalization 


After over a year’s experience with a day-hospital and 
a somewhat shorter period with a night- hospital, results 
clearly indicate that both types of “facilities are very 
well suited as aftercare centers and as independent 
treatment facilities which in many cases may substitute 
entirely for full-time hospitalization. Of 23 discharged 
patients, 16 were recovered or markedly inyproved. Of 
18 patients still in active treatment, 17 were definitely im- 
proving. Seventy-five per cent of patients admitted to 
the Day-Night- -Hospital would probably have been 
hospitalized full time prior to the existence of the unit. 

The therapeutic advantages are many. The patient can 
gradually adapt to his home and social environment 
while still partially living in it. By the same token, per- 
sons in his environment can, with the aid of collaborative 
therapy, gradually learn to react differently toward him. 
As the adult side of the patient’s personality is empha- 
sized there is less regression, and secondary gain is de- 
creased if treatment is handled appropriately. The patient 
does not look upon himself as completely invalided and 
unfit for society. Patient and family resistance to hospital- 
ization is greatly lessened. 

Experience with the Day-Night-Hospital clearly re- 
emphasizes the importance of working with both the 
patient and his environment. There are obvious advan- 
tages to the family and community becoming thus inti- 
mately involved in the therapeutic process. Besides bene- 
fiting the patient directly, this may result in increased 
understanding of psychiatric problems in general, and 
the community as a whole may gradually progress to- 
ward accepting psychiatric illnesses with less fear, thus 
making it easier for patients to return to normal living 
and employment. 

The economic advantages are obvious and important. 
Not only is day -hospitalization less costly than inpatient 
treatment, but the gain is further augmented by the 
possibility of short-term treatment and early return to at 
least part-time work. Night-hospitals, necessitating beds, 
are more costly, but enable the patient to avoid ‘loss of 
working time. Finally, social and environmental factors 
influe ncing the patient's illness are seen in constant 
operation, which presents marked advantages for teach- 
ing and research, and should ultimately result, not only 
in increased knowledge, but also in greater ability to deal 
with such factors effectiv ely. 


Discussion and Conclusions 


The terms used for the part-time treatment facilities 
now under investigation across the country—day- and 
night-hospitals, day- -care centers, aftercare centers, half- 
way houses, etc.—can be very misleading if conceiv ed of 
as generic terms describing a well- defined ty pe of hos- 
pit al. Such terms merely denote treatment facilities where 
patients do not, as a rule, reside for 24 hours a day. 
Each facility has to be evaluated in terms of its specific 
characteristics and aims. 


The trend clearly indicates that both day- and night- 
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hospitals are well suited not only as aftercare centers, 
but also as independent treatment facilities. The poten- 
tial value and importance of such part-time hospitaliza- 
tion in the future development of psychiatric treatment 
thus promises to be great. Some of the immediate ques- 
tions to be answered are: In what setting should day- 
night-units and similar facilities be established? Should 
the emphasis be primarily on day-hospitals or on day- 
night-hospitals? What should be the goals of such units? 
What kinds of treatment programs should be established? 

Day-hospitals seem to offer the greater promise for 
being therapeutically useful to the greatest number and 
categories of patients, taking both therapeutic and eco- 
nomic factors into consideration. Night-hospitals are of 
special value to those patients whose psychopathology 
is such that it does not prevent them from working dur- 
ing the day, provided the support of a hospital is con- 
tinuously available. Future plans might thus be primarily 
directed toward establishing day-centers with a more 
limited number of day-night units. 

Part-time hospitalization facilities should have clearly 
defined goals, and may well be established with differing 
functions. Some might function primarily as aftercare 
centers, others as independent treatment facilities. 
Although both functions can be combined in the same 
unit, staff and therapeutic resources can be more effec- 
tively planned and distributed if goals are differentiated. 
Units might also be geared to special kinds of patients, 
some dealing with acute illness and short-term hospitali- 
zation, and others with such special problems as the 
rehabilitation of patients with chronic conditions, geri- 
atric patients, adolescents, patients with personality dis- 
orders, and so on. 


Some Recommendations 


A word is in order here about patients who, while on 
a day- or night-unit, become acutely suicidal or excited. 
In a day-night-hospital these patients can often be hos- 
pitalized full time on the unit itself, otherwise transfer 
to an inpatient service becomes necessary. The advan- 
tages and disadvantages of being able to do this easily are 
difficult to weigh. The presence of immediately avail- 
able full-time hospitalization may serve as a deterrent to 
gaining experience with the management of difficult 
problems in a day-hospital, especially if used too freely 
on minor indications. On the other hand, the absence of 
such easily available facilities may lead either to the 
avoidance of “too sick” patients, or to the taking of 
undue risks. It is of great importance in all instances 
that inpatient-stay be kept as short as possible. Readmis- 
sion to part-time hospitalization should be easily possible 
in order to accomplish this. 

All part-time facilities should, if possible, be placed in 
the communities which they are intended to serve. They 
may be established both in conjunction with and away 
from psychiatric and general hospitals. General hospitals 
offer the advantage of integrating the care of psychiatric 
patients with that of general medical patients. Day-care 
centers may well be primarily identified with outpatient 
departments where these are available. 

In order to reach as many patients as possible with 
available resources, therapeutic programs should be built 
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around a core of milieu and group methods, with full 
utilization of physiological and pharmacological treat- 
ment modalities. Individual psychotherapy should be 
provided if at all possible. As has been mentioned, it is 
of the greatest importance to deal with environmental 
factors by working with the family and the community. 
Organized activities complete the well-balanced program, 
all of which takes place within the setting of the 
therapeutic community. 

Both during and after a patient's hospitalization com- 
munity resources, such as public and private social agen- 
cies, should be extensively utilized wherever they can 
be helpful. Length of stay should be carefully scruti- 
nized, and unless the particular unit is dealing with 
specialized chronic problems, the average treatment 
period should probably not exceed two to three months 
for the majority of patients, and may possibly be con- 
siderably shorter for many. It seems better to readmit a 
patient for an occasional short period than to keep him 


hospitalized for an extended time. This goal will be 
greatly aided if adequate outpatient facilities are avail- 
able. The establishment of some purely residential units 
would also help. Here patients after discharge could live 
in a semi-supportive environment while leading a reason- 
ably normal life. Such units could be self-supporting 
if patients worked and paid for their room and board. 

A fundamental question applicable not only to these 
but also to all treatment facilities is, what factors are 
therapeutic for a given patient? There is probably no 
better time to restate this question than when a new 
form of treatment facility is established amidst great 
professional interest. The answer can come only from 
a Utopian plan of establishing a number of “matched” 
institutions, utilizing one or another group of factors in 
a controlled manner. Even if such a plan is not practi- 
cable, adequate follow-up studies utilizing rating scales 
for evaluating treatment and improvement are essential. 
Only thus can we build on a firm foundation. xk 


“STUDIES IN CLINICAL PSYCHOPHARMACOLOGY” 


Exhibit at 116th A.P.A. Annual Meeting, Atlantic City, N. J. 


This unusual exhibit illustrated two clinical drug stud- 
ies conducted at St. Elizabeths Hospital where, with the 
cooperation of Dr. Winfred Overholser, the superin- 
tendent, the National Institute of Mental Health has lo- 
cated its Clinical Neuropharmacology Research Center. 
Chief of the C.N.R.C. is Dr. Joel Elkes, who is also 
Director of Research at the hospital. An earlier form of 
this exhibit was used successfully as a teaching device 
for hospital personnel involved in the research program. 

The two studies “A Preparatory Study of Clinical Re- 
search Methodology” and “Drugs and Moral Treatment” 
were designed primarily to investigate the effects of new- 
er phenothiazines on chronic schizophrenic patients. In 
practice, they were also a direct test of the feasibility of 
conducting research in a large mental hospital setting. 
A significant result was the success with which some 70 
hospital staff members—physicians, nurses, nursing assist- 
ants, and others—participated in research activities, with- 
out impairing their efficiency in the treatment program. 

The preparatory study and exhibit were carried out 
under the direction of Dr. Anthony Hordern, Visiting 
Scientist under a Fulbright grant, and Dr. John G. Lofft, 


from McGill University, now a resident at the hospital, 
shown in the picture below. Dr. Francis Neil Wardrop 
was in charge of the service during the preparatory 
study, and Dr. Max Hamilton, Visiting Scientist, de- 
signed the study on drugs and moral treatment. 


Dr. Hordern (left) and Dr, Lofft (right) discuss the exhibit 
with their staff photographer. 
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Preliminary Program Topics and Leaders 


TUESDAY, OCTOBER 18 
9:00 am.—PLENARY SESSION 


Keynote Address on Main Theme of Institute: 
Needs of the Mentally Ill: Types of Effective Action Between 
the Community and its Hospital Facilities 


Jack R. Ewalt, M.D., Boston, Mass. 


9:30 a.m.—PLENARY SESSION 


Outline of Tuesday's Special Topic: 


The Emotionally Disturbed Patient: Hospital and Community 
Collaboration in Providing Appropriate Service 


Dana Farnsworth, M.D., Boston, Mass. 


10:15 a.m. 


The participants divide into 17 groups, some of about 40 
people each, others of 15 people. Each of these discussion 
groups will be given a specific assignment related to the topic 
outlined by Dr. Farnsworth, and will be required to bring back 
some specific conclusions to the plenary session on Wednesday 
morning. The group leaders, each of whom will have details 
about his group’s assignment, are as follows: 


Mrs. Nell Balkman, R.N., Little Rock, Ark.; John J. Blasko. 
M.D.. Wash., D.C.; Wilfred Bloomberg, M.D., Hartford, Conn.; 
Joseph B. Bounds, M.D., Roanoke, Va.; Mr. R. A. Clelland, 
Phoenix, Ariz.; Robert H. Dovenmuehle, M.D., Durham, N. C.; 
Harrison S. Evans. M.D.. Worthington, Ohio: Stewart T. Gins- 
berg, M.D., Indianapolis, Ind.; Mr. Gordon Hughes, Ottawa, 
Ont.; Robert C. Hunt, M.D., Poughkeepsie, N. Y.; Clyde Mar- 
shall, M.D., Halifax, N. S.; F. E. McNair, M.D., Burnaby, B. C.; 
Peter A. Peffer, M.D., Glenwood, Iowa; Paul W. Penningroth, 
Ph.D., Atlanta, Ga.; Charles A. Roberts, M.D., Montreal, P. Q.; 
Mrs. Anna T. Scruggs, Enid, Okla.; Wayne Yeager, M.D.. 
Jacksonville, Fla. 


10:20 a.m.-12:30 p.m. and 1:30 p.m.-4:00 p.m. 
Individual groups will work on their specific assignments. 
The above-named discussion leaders will meet with Drs. 

Ewalt, Farnsworth, and Stokes from 4:30 to 5:30 p.m., and 
present the findings of their groups. From this discussion, Dr. 
Farnsworth, with the help of Drs. Ewalt and Stokes, will pre- 


pare a summation of Tuesday's discussions for presentation to 
the Plenary Session on Wednesday morning. 


6:30 p.m. 
Cocktail Party, Annual Dinner: 


Presentation of Mental Hospital Achievement Awards, Presi- 
dential Address by R. H. Felix, M.D. 


Hotel Utah, Salt Lake Ciiy 


WEDNESDAY, OCTOBER 19 


9:00 a.m.—PLENARY SESSION 


Summation of Tuesday's Group Discussions 
Dana Farnsworth, M.D. 


9:30 am.—PLENARY SESSION 


Outline of Wednesday’s Subtopic: 


The Discharged Patient: Hospital and Community Collabora- 
tion in Providing Aftercare Service 


A. B. Stokes. M.D., Toronto, Canada 


10:15 a.m. 


The participants divide into groups as on Tuesday, each of 
which will be given a specific assignment related to the topic 
outlined by Dr. Stokes. Again specific conclusions will be re- 
quested to be presented to the plenary session on Thursday. 


10:15 a.m. 
Individual groups will work on their specific assignments. 


The above-named discussion leaders will meet with Drs. 
Ewalt, Farnsworth, and Stokes from 4:30 to 5:30 p.m., and 
present the findings of their groups. From this discussion, Dr. 
Stokes, with the help of Drs. Ewalt and Farnsworth, will prepare 
a summation of Wednesday’s discussions for presentation to the 
Plenary Session on Thursday morning. 


1:45 pm.—PLENARY SESSION 


Talk on World Mental Health Year. 
Frank Fremont-Smith, M.D., N. Y. 


2:45 psm.—SIMULTANEOUS SESSIONS 
Session open to all participants (Free Choice) 


1. Organization for Research in Mental Health Facilities—The 
Experience of the 16 Southern States. William Hurder, M.D., 
Atlanta, Ga., Discussion Leader. 


2. The Use of Films as Effective Teaching Tools. (Film Pro- 
gram) Howard P. Rome, M.D., Rochester, Minn., Discussion 
Leader. 


3. Distribution of Financial Responsibility for Hospital Care 
of the Mentally Ill. Mr. H. Forstenzer, Albany, N. Y 


Discussion Leader. 


4. Nursing and Activity Programs in the Open Mental Hospital. 
Cynthia Curtis, R.N., Provo, Utah, Discussion Leader. 
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5. Management of Family Tensions during Hospitalization of 
Patient. Mr. Lee T. Muth. M.S.W., Huntington, W. Va., Dis- 


cussion Leader. 


6. Identifying Problems in and the Financing of Administrative 
Research. Mr. Irving Sheffel, Topeka, Kansas, Discussion 
Leader. 


Problems of the Community in Initiating and Sponsoring 
Psychiatric Programs. Panel: Mabel Ross, M.D., New York 
City; Thaddeus P. Krush, M.D., Omaha, Neb.; Mrs. Peggy 


Lamont. Aberdeen. S. D. 


8. Community Administrative Training Program. Viola W. 
Bernard, M.D., New York City, Discussion Leader. 


9. Evaluation of Private Psychiatric Hospitals in Community 
Service. Round Table moderated by Lauren H. Smith, Phila- 
delphia. Pa. 


THURSDAY, OCTOBER 20 


All day Thursday will be taken up with Plenary 
Sessions. The first half of the morning will be occu- 
pied by a summation by Dr. A. B. Stokes of the 
work of the Wednesday discussion groups, followed 
by a “wrap-up” by Dr. Jack R. Ewalt of the full 
two-day discussions on Community-Hospital col- 
laboration. Participants will then be invited to dis- 
cuss these summations from the floor. 

The rest of the day will be devoted to the Aca- 
demic Lecture, the luncheon, and a special Discus- 
sion Panel on Psychiatric-Legislative Problems. 
This panel discussion will follow the format devised 
for last year’s “Meet the Press” discussions. Par- 
ticipation will be invited from the floor. 

The time-table is as follows: 


9:00 a.m.—PLENARY SESSION 


Summation of Wednesday’s Group Discussions 


A. B. Stokes, M.D. 


9:30 am.—PLENARY SESSION 


Summation of Main Theme of Institute 


Jack R. Ewalt, M.D. 
Assisted by Dana Farnsworth, M.D., A. B. Stokes, M.D. 


10:00 a.m.—PLENARY SESSION 


Open Discussion on Summation of Main Theme 


rs For Twelfth Mental Hospital Institute 


11:15 aam.—PLENARY SESSION 
Academic Lecture: 


The Impending Population Explosion. Dr. Charles Westoff, 
Associate Professor of Sociology, N. Y. University, Consult- 
ant, Office of Population Research, Princeton University, N. J. 


1:30 psm.—PLENARY SESSION 


Psychiatric-Legislative Panel Presentation. 


Co-Moderators: Mathew Ross, M.D., and Mr. Sidney Spector, 
Washington, D. C. 


Psychiatric Representatives: Walter E. Barton, M.D., Boston, 
Mass.; Hayden H. Donahue. M.D.. Little Rock, Ark.; and 
Paul V. Lemkau, M.D., Baltimore, Md. 


Legislative Representatives: The Hon. George D. Clyde, Gover- 
nor of Utah; The Hon. Jerome Robinson, Maryland House of 
Delegates; and The Hon. J. S. Hall, Oklahoma State Senate. 


3:15 p.m. 


The discussion sessions of the Twelfth Mental Hospital Insti- 
tute will close at 3:15 p.m. to enable members of the Institute 
and their wives to prepare for the outdoor barbecue. Buses will 
leave the hotel at 3:30 p.m. 


OPTIONAL INSTITUTE PROGRAMS 
Monday, October 17 


Film Program by the Mental Health Film Board 
at 2 p.m. in the Lafayette Ballroom, Hotel Utah. 


Hospital Tours: 


Tour #1 to Utah State Hospital, Provo, will leave Hotel at 
2 p.m. 


Tour #2 to VA Hospital. University Hospital, and Latter-Day 
Saints’ Hospital, Salt Lake City, will leave Hotel at 2:30 p.m. 


During the visit to the Veterans Administration University 
Hospital, there will be a demonstration of the Remotivation 
Program for Aides. Mr. Walter Pullinger of the Philadelphia 
State Hospital will conduct this demonstration. Those who wish 
may attend. Others may tour the hospital during this time. 


(See pages 32 and 33 for additional information about special 
events, committee members, and other professional meetings.) 
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More About the 12th Mental Hospital Institute 


Discussion Groups; Social Events; Film Program; Personnel of Committees 


S$ SOON as your registration form is received, you will 

A automatically be assigned to one of the discussion 
group leaders liste d on page 30. You will then be noti- 
fied of the name of your leader and the size of your 
group, and will receive an outline of the topic to be 
discussed. 

In spite of the fact that participants will be working 
part of the time in small discussion groups, all lunches 
will be served “in plenary session.” The Program Com- 
mittee hopes that this device, together with the daily 
plenary sessions, will help to offset the feeling of isola- 
tion about which some people, working in onal groups, 
complained last year. 


For the Ladies 

Special provision is being made for the entertainment 
of the wives of those attending the 12th Mental Hospital 
Institute, October 17 through 20 at Salt Lake City, Utah. 
A Ladies’ Committee, under the chairmanship of Mrs. 
A. H. Fechner, assisted by Mrs. Owen P. Heninger and 
Mrs. Allan C. Thurman, has planned special scenic and 
historical tours of Salt Lake City and the surrounding 
countryside. The Institute registration forms, which will 
be sent out early in June, provide a space to indicate 
whether the registrant’s wife will attend, so that the 


Photo courtesy Salt Lake City Chamber of Commerce 


Brighton, scene of the barbecue party to be held on Thursday 
afternoon, is a mountain valley 8.000 feet above sea level. 
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Ladies’ Committee may have some idea how many peo- 
ple it may expect for lunches and other special enter- 
tainments. Tickets for these events will be on sale near 
the registration desk. 

The wives are also cordially invited to take part in the 
social activities planned for those attending the Insti- 
tute. On Monday evening, October 17, there will be an 
“Early Bird Party” in the Lafayette Ballroom of the Hotel 
Utah. On Tuesday evening, the cocktail party and an- 
nual dinner will be held; tickets for wives and other 
guests will be available at the registration desk. On 
Wednesday evening, there is to be an informal party at 
the Officers’ Club at Fort Douglas (bus transportation 
will be provided at cost—fifty cents each for the round 
trip). And on Thursday evening, the Institute will close 
with a special barbecue party at The Alpine Lodge in 
Brighton, about 30 scenic miles from the city. Tickets 
will be sold at the registration desk at $5 each, includ- 
ing the round-trip bus fare. Buses will leave the hotel 
at 3:30 p.m. 

It is specially recommended by the Local Committee 
that everybody who plans to attend the barbecue bring 
some warm, informal clothing. The group will reach 
Brighton at about sundown and the late evening tem- 
perature may go down into the forties. 

Early-rising ladies, as well as their husbands, will also 
be welcome to attend the showing of new mental health 
films on Tuesday, Wednesday, and Thursday mornings, 
starting at 7:30 a.m. Mrs. Alberta Jacoby and Mrs. Irene 
Malamud, of the Mental Health Film Board, Inc., New 
York, will conduct this program, and coffee and dough- 
nuts will be served. 


Committees 


The Program Committee for the 12th Mental Hospital 
Institute under the Chairmanship of William S. Hall, 
M.D., of Columbia, South Carolina, includes James E. 
Gilbert, M.D., Aberdeen, South Dakota; Mr. William 
Hodges, Lansing, Michigan; John P. Lambert, M.D., Ka- 
tonah, New York; and Alfred H. Stanton, M.D., Belmont, 
Massachusetts. The Local Arrangements Committee is 
under the Chairmanship of A. H. Fechner, M.D., Man- 
ager, VA Hospital, Salt Lake City; assited by Owen P. 
Heninger, M.D., Superintendent, State Hospital, Provo, 
Utah; Allan C. Thurman, M.D., VA Hospital, Salt Lake 
City; Eugene L. Wiemers, M.D., Assistant Superintend- 
ent, State Hospital, Provo, Utah. 
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OTHER PROFESSIONAL MEETINGS 
October 16 & 17, Salt Lake City, Utah 


There will be a meeting of VOLUNTEER SERVICE 
COORDINATORS Sunday afternoon, October 16, start- 
ing at 1 p.m., and continuing all day Monday, October 
17. Considerable time will be devoted to discussion of 
developing a national organization. There will also be a 
“Problem Clinic” session and a review of the Institute for 
Directors of Volunteer Services in Mental Hospitals, 
held in February and sponsored by the National Associa- 
tion for Mental Health. Please send inquiries to Mrs. 
Miriam Karlins, State Volunteer Services Coordinator, 
Dept. of Public Welfare, St. Paul, Minn. 

THE NATIONAL ASSOCIATION OF STATE MEN- 
TAL HOSPITAL PROGRAM DIRECTORS. Present 
tentative plans call for a two-day meeting, Sunday, Octo- 
ber 16, and Monday, October 17. Final plans will be an- 
nounced in the September issue of MeEntaL Hospt- 
TALS. Inquiries should be addressed to Dr. Harold Mc- 
Pheeters, Commissioner, State Dept. of Mental Health, 
620 S. 3rd St., Louisville 2, Kentucky. 

PSYCHIATRIC NURSES will meet on Monday, Octo- 
ber 17, from 9:30 a.m. to 5 p.m. The tentative program 
calls for a general session in the morning with a panel 
discussion on topics relating to the main theme of the 
Institute, small group meetings from 1:30 p.m. to 3:30 
p-m., and a closing general session from 3:30 p.m. to 5 
p-m. Inquiries and comments should be addressed to: 
Miss Margaret L. Cavey, R.N., Director, Psychiatric 
Nursing, Dept. of Mental Hygiene and Hospitals, P.O. 
Box 1797, Richmond 14, Virginia. 

There will be a meeting on MENTAL HEALTH PUB- 
LIC RELATIONS, October 17, from 9:30 a.m. to 5 p.m. 
The main theme will be: “Public Relations for Mental 
Hospitals: Bringing the Hospital and Community To- 
gether.” Dr. Francis J. O'Neill, Senior Director of Cen- 
tral Islip State Hospital, New York, will deliver the key- 
note address. Present plans call for outstanding prac- 
titioners to lead discussions in the following areas: 1. 
Mass Media, 2. Internal Public Relations: The Employee 
as a Public Representative, 3. Community Activities: 
Meetings, Speakers, Audio-Visual Aids, 4. Relations with 
Local Organizations. All inquiries should be ad- 
dressed to the Chairman of the Program Committee, Mr. 
Robert H. Branson, Director of Publications and Com- 
munity Relations, Indiana Division of Mental Health, 
i315 W. 10th St., Indianapolis, Indiana. 

The AMERICAN SOCIETY OF MENTAL HOSPI- 
LAL BUSINESS ADMINISTRTORS will meet Mon- 
day, October 17, from 9:30 a.m. to 5 p.m. After greet- 
ings from its president, the society will devote the morn- 
ing to discussion of the following: 1. Training a Mental 
Hospital Business Administrator, 2. The Role of the Busi- 
ness Administrator in the Hospital, 3. The Role of the 
Business Administrator in the Area of Community Serv- 
ice. The afternoon will be devoted to a business meeting. 
All inquiries should be addressed to the President of the 
Society, Mr. Alexis Tarumianz, Business Administrator, 
Delaware State Hospital, Farnhurst, Delaware. 


USES OF THE PAST 


Pinel Treats a Delusion 


grace PINEL is widely famous for releasing the 
insane inmates of Bicétre from their chains in 
1793. Indeed, he has won so much renown for this 
single act that the other, more dynamic aspects of his 
system of moral treatment have been obscured. 

Pinel gave much study to the subject of patients’ delu- 
sions and the best method of bringing these people back 
to reality. A method which he called “stratagems” was 
one of his favorite techniques. By acceding to a patient's 
false beliefs, he could sometimes bring matters to such 
a state that the patient renounced his delusions. In an 
article written in 1789 Pinel cites such a case, in which 
a certain “ingenious detour” by an English physician re- 
stored a patient's sanity. 

A young hypochondriac was so firmly convinced that 
he was dead that he not only refused to eat, but also 
pleaded fervently with his family to bury him before 
his body fell into decay. Accordingly, the physician 
ordered him wrapped in a shroud, placed on a bier, and 
conveyed to the cemetery. Then the physician arranged 
for two buffoons to be at the side of the road as the 
funeral cortége passed, and to ask the identity of the 
corpse. Upon learning who it was, they broke into a 
series of libelous remarks, to the effect that the world 
should be glad to be rid of such a good-for-nothing 
reprobate, and that his friends should rejoice that he had 
not died at the end of a hangman's rope. The “corpse” 
was so enraged at hearing these insults to his character 
that he arose from his coffin and shouted threats of what 
he would do to these defamers if he were still alive. As 
the insults mounted he leaped from the bier and joined 
battle with the two buffoons, ceasing to fight only when 
totally exhausted. He then returned to his senses, ate a 
good meal, and was pronounced cured. 

In later years, when he himself was in charge of delu- 
sional patients, Pinel availed himself of this strategic 
technique, as in the following case of a melancholic who 
was oppressed by a conviction that because of certain 
anti-revolutionary sentiments which he had expressed he 
was doomed to die. To convince the patient that his 
execution was not inevitable, Pinel arranged for his 
“trial” by a group of his (Pinel’s) friends, masquerading 
as delegates of the legislative body. The “delegates” 
summoned Citizen ——— before them and interrogated 
him. After they had heard his case and his protestations 
of innocence, the president of the “delegates” pronounced 
the following words in awesome tones: “In virtue of the 
power which has been delegated to us by the national , 
assembly, we have entered proceedings in due form of 
law against Citizen ———, and having duly examined 
him, . . . we make our declaration accordingly. It is 
therefore by us declared that we have found the said 
Citizen ——— a truly loyal patriot; and, pronouncing his 
acquittal we forbid all further proceedings against him.” 
With his burden of guilt lifted, the patient soon regained 
his sanity. 


Evelyn A. Woods, A.B. Eric T. Carlson, M.D. 
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in depression...positive 


but PLEASE NOT PRESCRIBE 


consistently applied to the management of your patients. 


the cautions and provisions for the use of this drug can be 
J N LESS see We make this request now because our surveys indicate that 


in approximately 50 per cent of patients, prescribed dosage 


of CATRON is higher than recommended or prescriptions are not limited to amounts small enough 
to insure frequent return of the patient for observation. Also, in some instances, therapy was 


unduly prolonged. 


CATRON has displayed outstanding efficacy in depression, angina, and rheumatoid arthritis. But 
because of the nature of MAO inhibitor therapy, your attention is directed to the extensive and 
useful instructions prominently displayed in our literature on CATRON, and repeated below. 


HOW TO USE CATRON: 

CATRON is a monoamine oxidase (MAO) inhibitor 
useful in the treatment of depression and of other 
disorders indicated below. It is recommended for use 
in carefully selected cases and in those patients who 
have not responded to the milder drugs. 


ADMINISTRATION AND DOSAGE: 


Dosage of CATRON must be individualized according 
to each patient's response. The initial daily dose 
should not exceed 12 mg. and should be reduced as 
soon as the desired clinical effect is obtained. A 
single daily dose in the morning is recommended. 
A continuous or interrupted schedule may be used, 
the latter during the maintenance period. 


DEPRESSION (Endogenous, Reactive, Postpartum, 
Involutional, and Depression Secondary to Schizo- 
phrenic or Neurotic Reaction): initially, 12 mg. once 
daily for approximately 2 weeks, or less if improve- 
ment appears. Dosage is then reduced to 6 mg. daily. 
As improvement continues, maintenance dosage of 
6 mg. every other day or 3 mg. daily often proves 
satisfactory. An interrupted dose schedule is recom- 
mended for long-term therapy. 


ANGINA PECTORIS: 3 to 6 mg. daily in most cases. 
Relief of pain and elevation of mood may be dra- 
matic. Victims of angina pectoris who respond in 
this manner should be cautioned against overexer- 
tion induced by their sense of well-being. 


RHEUMATOID ARTHRITIS (Adjunctive Therapy—in 


severely disabling forms, particularly when accom- 
panied by depression): 9 to 12 mg. daily for 3 days, 
then 6 mg. daily, reducing further to 3 mg. daily on 
signs of improvement. If a conventional antiarthritic 
agent is used, lower doses of each are indicated. 
CAUTION: 


Certain circumstances should be watched carefully 
when using CATRON. 


DRUG POTENTIATION-—The list of drugs which 
CATRON potentiates is not yet complete. Hence, cau- 
tion should be exercised when combining CATRON 
with any other drugs such as tranquilizers, pheno- 
thiazines, the amphetamines, barbiturates, and hvpo- 
tensive agents. 


HYPOTENSIVE EFFECT Patients receiving CATRON, 
but especially elderly and hypertensive patients, 
should be warned about the possibility of orthostatic 
hypotension during the initial period of higher dos- 
age. In the few instances where this may occur, low- 
ering of the dose will usually permit continuation of 
therapy. 


VISUAL DISTURBANCES-—A reversible red-green 
color defect has been reported in a few patients, 
chiefly hypertensive, on extended therapy with 
CATRON. Discontinue the drug if such changes 
occur. In a few instances, at unusually high dosage, 
or where the drug was administered following color 
disturbances, diminished visual acuity occurred 
which may be partially irreversible. 
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and invaluable therapeutic results 


ANIMALS, NEUROLOGIC SIGNS —!In toxicity studies 
with animals a neurologic syndrome has been 
observed, characterized by tremors, muscle rigidity 
and difficulty in locomotion. Animals displaying this 
visible neurologic syndrome after prolonged paren- 
teral administration usually disclosed a neurologic 
lesion at autopsy. In other animals these visible 
neurologic symptoms disappeared following cessa- 
tion of the drug. No lesions were found after oral 
administration. Although extensive clinical experi- 
ence has not shown such reactions to be a problem 
in humans in recommended dosage, should a simi- 
lar neurologic disturbance occur, the possibility of 
drug action should be considered. 


SIDE EFFECTS—Major side effects requiring cessa- 
tion of therapy are infrequent. Other side effects— 
constipation, delay in starting micturition, increased 
sweating, hyperreflexia, ankle edema, blurring of 
vision, dryness of the mouth—are usually readily 
controlled by lowering the dosage. Rash, observed 
in a few patienis, cleared up rapidly upon discontin- 
uing therapy. 


WARNING: Although pharmacologic evidence indi- 
cates that CATRON has a selectivity for the brain, 
it, as well as other monoamine oxidase inhibitors, 
may cause hepatitis. Because of the possibility of 
this life-threatening hepatitis, and of the other effects 
discussed above, the following recommendations and 
precautions should be observed. If necessary, the 
patient should be hospitalized to expedite adher- 
ence to this regimen. 


The Following Precautions Are Recommended: 

1. Do not use the drug in patients with a history of 
viral hepatitis or other liver abnormalities. 

2. Perform regular liver function tests. 

3. In all instances daily dose should not exceed 12 mg. 


pheniprazine hydrochloride 


4. Reduce daily dose as soon as response is estab- 
lished, usually in a matter of 1 to 2 weeks. 

5. Do not prescribe to a patient more than sixteen 
6 mg. tablets or thirty-two 3 mg. tablets of CATRON 
at one time. 

6. Patient should return for observation before addi- 
tional CATRON is prescribed. For this reason, pre- 
scriptions for CATRON should be marked, “Not 
refillable.” 

SUPPLIED: CATRON is the original brand of pheni- 
prazine hydrochloride. It is supplied in tablets of 
3 mg. and 6 mg., bottles of 50. 

BIBLIOGRAPHY: 

(1) Agin, H. V.: The Use of JB-516 (CATRON) in Psychiatry, Con- 
ference on Amine Oxidase Inhibitors, New York Academy of 
Sciences, Nov. 20-22, 1958. (2) Bercel, N. A.: A Pharmacologic 
Approach to the Study of the Mind, Springfield, Ill., Charlies C 
Thomas, 1959, p. 331. (3) Kinross-Wright, J.: Panel Discussion 
of Psychic Energizers, ibid. (4) Kinross-Wright, J.: Experience with 
JB-516 (CATRON) and Other Psychochemicals in Clinical Practice, 
Conference on Amine Oxidase Inhibitors, New York Academy of 
Sciences, Nov. 20-22, 1958. (5) Horita, A., and Parker, R. G.: Com- 
parison of Monoamine Oxidase Inhibitory Effects of Iproniazid 
and Its Phenyl Congener, Proc. Soc. Exper. Biol. & Med. 99:617, 
1958. (6) Horita, A.: Beta-Phenylisopropylhydrazine: A Monoamine 
Oxidase Inhibitor, Fed. Proc. 17:379, 1958. (7) Horita, A.: The 
Pharmacology of the Monoamine Oxidase Inhibitors, in A Phar- 
macologic Approach to the Study of the Mind, Springfield, IIl., 
Charles C Thomas, 1959, p. 271. (8) Kennamer, R., and Prinz- 
metal, M.: Treatment of Angina Pectoris with CATRON (JB-516), 
Am. J. Cardiol. 3:542, 1959. (9) Scherbel, A. L., and Harrison, J. W.: 
The Effects of Iproniazid and Some Other Amine Oxidase Inhib- 
itors in Rheumatoid Arthritis, Conference of Amine Oxidase In- 
hibitors, New York Academy of Sciences, Nov. 20-22, 1958. 
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Abstracts from Scientific Papers 


Presented at the 116th A.P.A. Annual Meeting 


A number of scientific papers of special interest to all mental hospital 
personnel were read at the 116th Annual Meeting of the American Psychi- 
atric Association, May 9 through 13, 1960, at Atlantic City, N. J. 

The outlines of some of these papers, published here for the benefit of 
the many people who could not attend the Annual Meeting, were abstracted 


from the authors’ own summaries. 


The following papers on “The Mental Hospital and 
Social Psychiatry” were read during Session IV of the 
general program, under the Chairmanship of Lauren H. 
Smith, M.D. The papers were discussed respectively by 
Hayden H. Donahue, M.D.; D. Ewen Cameron, M.D.; 
Joseph J. Reidy, M.D.; Daniel Blain, M.D.; and Leo 
Bartemeier, M.D. 


THE USELESSNESS OF PROLONGED 
PSYCHIATRIC HOSPITALIZATION 


Do our psychiatric hospitals sometimes harm their 
patients by keeping them too long? This study suggests 
that at times, perhaps, they do. 

Brevity of hospital stay, a factor determined pri- 
marily by the policies and orientation of a particular 
hospital, seems in general to be the most important factor 
in this study and statistically associated with a better 
outcome in psychiatrically hospitalized populations. Psy- 
chotherapy does not seem to have any beneficial effect 
statistically on this outcome. These are the results ob- 
tained by a statistical comparison of the status at follow- 
up of simil: uly-diagnosed patients hospitalized in differ- 
ent se ttings. 

The only variable apparently significantly related to 
improv ement in a given hospital population is brevity of 
hospital stay—most of the time. This fact is in consonance 
with the clinical observation that over-retention in the 
hospital makes it increasingly difficult for patients to 
function outside the hospital walls. Inertia and adminis- 
trative fear in larger hospitals, and the mistaken con- 
ception in psychotherapeutic hospitals that long hospital- 
ization is necessary because psychotherapy is a long 
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process, are two important factors preventing earlier 
discharge of patients. 

If these statistical findings are correct, psychiatric hos- 
pitalization should be kept as short as possible. Per- 
haps the treatment of grossly disturbed patients in the 
future will involve brief hospitalization, during which 
family-oriented psychotherapy may begin, but with defin- 
itive, family-oriented psychotherapy taking place in an 
outpatient setting after hospitalization. 

Although the statistics upon which this study is based 
are imperfect, they are in general of about ‘the same 
quality as, or better than, most statistics in the field of 
psychiatry. While the data are not absolutely conclusive 
of the concepts presented here, they are strongly sug- 
gestive. 


NATHANIEL S. LEHRMAN, M.D., Visiting Lecturer, Post- 
graduate Center for Psychotherapy, N.Y. C. (Paper +17) 


INTRA- AND EXTRAMURAL COMMUNITY 
PSYCHIATRY 


The social organization of mental hospitals is under- 
going rapid change, with increasing attention being 
given to roles and role- -relationships of all members of 
the hospital community, both staff and patients. The 
concept of a therapeutic culture which aids the more 
specific physical and psy ‘chotherapeutic techniques, in- 
cluding rehabilitation, is in its infancy. 

The situation in extramural psy chiatry is in many ways 
analogous. Work has been done in studying community 
attitudes toward mental health and the problem of modi- 
fying these attitudes in a way favorable to the mentally 
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ill. There is an increasing tendency to study the families 
of psychiatric patients and to involve them in treatment. 
We select and train suitable personnel to work with 
patients for a limited period in a hospital. It might be 
argued that something of the same care is needed in 
selecting families capable of withstanding the stresses 
of a treatment or aftercare role, as well as in preparing 
them for this particular role. 

When large numbers of patients currently in mental 
hospitals come to be treated in day-centers and other 
part-time facilities, how ready is the general public to 
accept this increased responsibility? How competent is 
a psychiatrist or a social worker, as currently trained, to 
assess the nature and degree of disorganization within a 
family and determine who really is the sick member? 
How willing is either one to change his role, and operate 
in the patient’s home milieu rather than in his own office? 
The fact would seem to be that, as yet, there is no ade- 
quate training in mental hospital psychiatry in this 
extended sense, or in social psychiatry, in the U.S.A. 


MaxweELt Jones, M.D., Commonwealth Visiting Professor 
of Psychiatry, Department of Psychiatry, Stanford Medi- 
cal Center, Palo Alto, California. (Paper +13) 


COMMUNITY PRESSURES AND A STATE 
HOSPITAL PROGRAM FOR CHILDREN 


The hospital care of emotionally disturbed and men- 
tally ill children and adolescents has been most inade- 
quate. The public, the courts, public officials, and even 
many psychiatrists, are poorly informed regarding the 
treatment needs of these children. When an attempt is 
made to provide adequate inpatient psychiatric care in 
a public mental hospital, many resistances are usually 
encountered. 

This paper describes the experiences of a new center, 
within a state hospital system, which is designed to pro- 
vide short-term, intensive, psychiatric treatment for seri- 
ously emotionally ill, pre-adolescent children. Specific 
problems related to budget, staffing, admission criteria, 
responsibility of community agencies, family-centered 
aspects of treatment, and the “open-hospital” setting are 
discussed in detail. How these problems have been 
handled, sometimes in a satisfactory, and sometimes in 
an unsatisfactory manner, is discussed. 


Josernu J. Remy, M.D., Director of Child Psychiatry, De- 
partment of Mental Hygiene, Esther Loring Richards 
Childrens Center, Owings Mills, Md. (Paper +14) 


A COMPREHENSIVE HOSPITAL-COMMUNITY 
SERVICE IN A STATE HOSPITAL 


It is commonly assumed that techniques in present-day 
treatment given to persons with mental illness make a 
significant difference in the course of the patient's illness 
and his disability, but it is also assumed that these tools 
are rarely brought to bear as effectively as they might be. 
Hudson River State Hospital has a pilot service-project 
which renders comprehensive and integrated care, under 
a research design, to patients from a refined population. 
The principal hypothesis being tested is that chronic 
hospitalization can be reduced by a comprehensive psy- 


chiatric service, built around a small community-based, 
public mental hospital rendering both inpatient and out- 
patient care. 

Within the parent hospital, a largely autonomous psy- 
chiatric service has been created specifically for residents 
of Dutchess County, New York. The 550-bed, inpatient 
unit includes a reception and intensive-treatment service, 
as well as a complete range of services to long-term 
patients, including the chronically infirm. The day- 
hospital treats patients who are as ill as most inpatients 
but who can be provided daily transportation as well as 
supervision while at home. An aftercare staff sees 
patients in an outpatient clinic in Poughkeepsie and 
visits patients in their own or family-care homes. 

A “precare” service attempts systematic intervention 
into the process of deciding upon hospitalization. Phy- 
sicians, police, and others who commonly initiate admis- 
sions are encouraged to ask the hospital for consultation 
before starting legal processes. It is believed that such 
consultation will obviate some admissions and simultane- 
ously smooth admission procedures for those who are 
hospitalized, thus gaining patient cooperation in seeking 
treatment. 

The research program gathers data on the use of psy- 
chiatric facilities by Dutchess County residents, on the 
frequency of long-term deterioration, and on other evi- 
dence of severe disability. Whether this new service is 
associated with improvement in social functioning of 
former long-stay patients is being examined, by compar- 
ing Dutchess County patients w vith a control group of 
patients from other areas of the hospital district. Addi- 
tional studies will determine whether the new unit is 
associated with a lowered incidence of long-term dis- 
ability, or with a slowing down of deterioration in chron- 
ically ill individuals. 


Rosert C. Hunt, M.D., Director, Hudson River State 
Hospital, Poughkeepsie; Ernest M. Gruenserc, M.D., 
Milbank Memorial Fund, New York City; and EMaNnvev 
Hacken, M.D., Supervising Psychiatrist, Hudson River 
State Hospital, Poughkeepsie, New York. (Paper +15) 


EXPLORATIONS IN ALTERNATIVES 
TO HOSPITALIZATION 


Two primary considerations led the Massachusetts 
Mental Health Center to initiate this “Prevention of Hos- 
pitalization” study in 1957. The first was the need to 
solve the center's long-standing problem of a “waiting 
list,” which sometimes meant that admission would be 
delayed as long as six weeks. 

The second consideration was theoretical. The day- 
hospital, at the Center and elsewhere, had successfully 
challenged the idea that “definitive” care for psychotic 
persons was available only on inpatient wards. But, in 
addition to day- or night-care, and the traditional out- 
patient clinic, could a variety of intermediate facilities or 
modes of psychiatric treatment be developed that would 
match the wide spectrum of patients’ individual needs, 
as well as the needs of their families and the community? 

The Community Extension Service was therefore set 
up to study and develop alternatives to hospitalization. 
Its personnel were organized around the clinical team, 
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consisting of a psychiatrist, social worker, nurse, and 
psy chologist, and its methods were greatly flexible, in- 
volving treatment in the home when necessary and cals. 
ing the aid of existing community agencies when possi- 
ble. Patients were drawn from the “w aiting list.” They 
differed enormously in severity of sy mptoms, length of 
illness, family resources, etc., but they had in common 
one very important fact—each had been seen by a physi- 
cian in the community who had declared (independently 
of MMHC) the patient's need for hospitalization, and 
had requested his admission as an inpatient. 

This paper analyzes the group of 45 patients seen by 
the Community Extension Service from July 1958. to Jan- 
uary 1959, for whom we have a one-year follow-up. There 
appears to be a direct relationship betw een the intensive- 
ness of the C ommunity Extension Service's treatment and 
the eventual outcome, for 59°% of the patients seen only 
once or twice were hospitalized as compared to a mere 
25° of those treated for longer periods. A substantial 
number, however, about 16°, were seen only briefly and 
then referred to outpatient clinics, private care, or social 
agencies; this group is probably similar to the pre-Com- 
munity Extension Service group, 20% of the waiting list, 
who never became inpatients. 

Other data support our conclusions that there is a 
continuum of psychiatric treatment extending from full- 
time inpatient care to equally adequate care based en- 
tirely outside the hospital; and that extra-hospital care 
requires neither new psychiatric skills nor the heroic 
efforts of a large staff, but entails flexibility of purpose 
and method, and judicious use of the home visit and of 
existing community agencies. 


Rosert F. Moore, M.D., Staff Psychiatrist and Director; 
Rosert S. Avsert, Ph.D., Research Psychologist; Mary 
Jane Manninc, M.S.S.W., Senior Social Worker; and 
Berry ANN Grasser, M.S.S.W., Research Social Worker; 
Community Extension Service, Massachusetts Mental 
Health Center, Boston, Mass. (Paper +16) 


The following papers were read during the A.P.A. 
Section on Mental Hospitals, under the chairmanship of 
Alfred P. Bay, M.D., who has since been succeeded by 
William S. Hall, M.D., chairman of this section for 1961. 
The papers were discussed respectively by Joseph E. Bar- 
rett, M.D.; Alfred H. Stanton, M.D.; Jules V. Coleman, 
M.D.; and Robert S. Garber, M.D. 


A RESIDENTIAL TREATMENT SERVICE FOR 
ADOLESCENTS: DEVELOPMENT OF PROGRAM 


For the past 15 vears the number of adolescents with 
functional psychiatric illness admitted to Warren State 
Hospital in Pennsylvania has tripled. During this time it 
became increasingly apparent that these children could 
not receive adequate treatment when mixed with the 
adult hospital population. Using commonly available 
hospital milieu and community facilities, a special pro- 
gram for these patients was organized in October 1957 
utilizing two units, a 10-bed male and a 10-bed female 
ward. Forty-seven patients age 10-20 years, 17 per cent 
with severe neurotic or character disorder, and 83 per 
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cent with schizophrenia, were treated for periods of up to 
two years. 

The most important initial step was to gain the active 
support of the professional, nursing, and administrative 
echelons (a lack of this had resulted in an unsuccessful 
attempt two years previously). This was followed by 
daily and biweekly conferences with interested personnel 
to maintain unanimity of direction and purpose. 

Some difficulty arose early, based on errors in the selec- 
tion of some patients: primary mental defectives, those 
with organic behavior disorders or severe sexual perver- 
sions, and those older than 19 or 20. Our intake policy 
does not now include these types. Another feature we 
found important is to have an interested parent or 
parental figure (from a foster home or agency) maintain 
frequent contact with the patient, the psychiatrist, and a 
social worker. 

All patients received group psychotherapy and about 
half of them individual therapy, in addition to a struc- 
tured program of basic remedial education, crafts, recrea- 
tion, and some job training. Some of the children at- 
tended the local community junior or senior high school. 
It was also found highly desirable to use community 
adolescent facilities: YMCA, Boy Scout and Girl Scout 
camps (we have our own troops), 4-H Clubs, recreation 
parks, and vocational rehabilitation services. In order 
not to neglect adolescent heterosexual social experiences, 
the unit was made coeducational except for the actual 
living-sleeping areas. 

Sixteen patients are now in the unit; there are 24 who 
have been returned to their homes or foster placements 
and seven who have been transferred to other hospital 
wards. After two and one-half years experience in the 
operation of an adolescent service, we believe such a unit 
can be duplicated in other hospitals with a similar prob- 
lem, by making full use of available hospital and com- 
munity facilities. 


James F. Suess, M.D., Director of Education; and 
Artuur Y. Hosuino, M.D., Clinical Director; Warren 
State Hospital, Warren, Pa. (Paper #22) 


“DELINQUENCY ADDICTION” IN PARENTS 
OF HOSPITALIZED ADOLESCENTS 


Parentally sanctioned delinquency traits have been 
observed by us with striking frequency in some 400 
adolescents hospitalized for intensive psychotherapy in 
a program aimed at helping the youngster abandon all 
delinquencies, even subtle ones. Under these circum- 
stances evidences of improvement in the child regularly 
produce varying degrees of anxiety in the parents. 

In this paper certain characteristics of the parent who 
unconsciously sanctions delinquency in his child are 
viewed as roughly analogous to those found in the drug 
addict. Driven by unconscious pressures to seek out the 
source of their gratification, both demonstrate a need to 
forego valuable adaptive goals, in a repetitious, auto- 
matic quest for the “agent” which will provide relief. 
Both have a specificity of need and both suffer acute 
withdrawal symptoms once the source of gratification 
is interrupted. 

Each of the characteristics of the analogy between 
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these parents and the drug addict is discussed and illus- 
trated with excerpts from the clinical records. Attempts 
are made to understand delinquency-promoting traits in 
the light of each parent's early conflictual experiences. 

Vacillating when confronted with his child’s delinquent 
acting-out, the parent communicates his ambivalence 
toward the forbidden activity via a number of recog- 
nizable mechanisms. Anticipation of delinquency, en- 
couraging by failing to discourage, and sanctioning 
borderline delinquencies are among the variety of mech- 
anisms discussed and illustrated with clinical examples. 

In contrast to the adolescent, who has the ability to 
abandon his stereotyped behavior in the hospital setting, 
his parents are relativ ely unable to give up the neurotic 
gratification formerly obtained through his behavior. 
Parental attempts to restore the previous uneasy equili- 
brium, by either interrupting therapy or impeding its 
progress, constitute one of the major difficulties in the 
treatment of the child and his parents. 


Donap J. Carex, M.D., Assistant Resident in Psychiatry; 
Witarp J. Henpricxson, M.D., Chief, Adolescent Serv- 
ice; and Donan J. Hotmes, M.D., Assistant Chief, Ado- 
lescent Service; Neuropsychiatric Institute, University 
Medical Center, Ann Arbor, Mich. (Paper #23) 


A TREATMENT PROGRAM FOR ADOLESCENTS 
ON AN ADULT WARD 


In the last few years twice as many adolescent patients 
entered Topeka State Hospital as could be admitted to 
the Adolescent Unit. Consequently, many of them had to 
be treated on adult wards where the clinical structure was 
not geared to their needs. Life on the wards became 
dominated by the teen-agers and available means to 
control disruptive behavior proved insufficient. The edu- 
cational and adjunctive therapy facilities were inadequate 
and the staff suffered increasingly from insecurity and a 
lack of time to fulfill the patient’s needs for attention. 
Since additional help was not available, we had to rely 
on resources in the patient community to meet these 
difficulties. 

In modifying the treatment program we tried to find 
out if therapeutic benefit could be gained from having 
two “generations” on one ward. The new program was 
developed on a ward with 50 to 60 male patients, 15 to 
20 of whom were adolescents. It consisted of two major 
changes in the clinical structure: (1) a shift of authority 
from the staff to the patients and (2) the creation of 
small groups of patients, each consisting of adults and 
adolescents, which we called “family units.” 

Some of the staff's authority was gradually shifted to 
a patient government, and in this way became diffused 
and more acceptable to the teen-agers. Conflicts with 
hospital routine and patient government decisions be- 
came matters of general discussion, and the control of 
“acting-out” behavior was the concern of the entire 
patient community. 

The “family units” supplemented the work of the 
patient government. They were formed spontaneously 
and resembled psychotherapy groups. In fact, psycho- 
therapy was practiced within their frame. However, 
these groups were more cohesive than a psychotherapy 


group; the patients lived together and personal ties were 
strong. In a sense, the structure of the groups repre- 
sented the family and the larger circle of friends, supe- 
riors, and co-workers with whom one lives in the outside 
community. 

We treated 46 teen-agers altogether. Nearly half of 
them showed improvement. None of our adult patients 
suffered in any serious way; on the contrary, the pro- 
gram helped to activate their interest in treatment. The 
most serious difficulty in the implementation of the pro- 
gram was the anxiety which the change of roles created 
among the staff. 


Raout A. Scumiepeck, M.D., Assistant Director, Out- 
patient Clinic, Topeka State Hospital, Kan. (Paper +24) 


RESULTS OF MENTAL HOSPITAL TREATMENT 
OF TROUBLED YOUTHS 


Since World War II the New York Hospital-West- 
chester Division has had an increasing number of young 
males under treatment. More recently a growing number 
of them have been in difficulty with the law and society 
as a result of their acting-out. As an approach to this 
community problem, 100 youths, between the ages of 
14 and 19, with an average age of 17, were subjected to 
intensive study. They represented consecutive admissions 
in this age group from 1946 to 1956. 

The vast majority were in a state of adolescent turmoil 
and were diagnosed as suffering from catatonic schizo- 
phrenia. Although only 10 were diagnosed as suffering 
from psychopathic personality disorders, over half of the 
group lived out their drives in such ways as overt aggres- 
sive acts, stealing, and gambling. The average duration 
of the patients’ difficulties before admission was two and 
one-half years. 

The salient features of the family history, the person- 
ality development, the presenting difficulties, and the 
physical and mental observations of the patients are 
presented in this paper. Their responses to treatment 
including medical measures, psychotherapy, program 
therapies, and all ancillary hospital services are included 
along with representative case histories. The results 
show that 63 benefited from treatment, of whom 35 
were considered recovered. Thirty-three were unim- 
proved, one of whom died while under therapy. Three 
patients died sometime after leaving the hospital, two by 
suicide, and one, who had been considered recovered, 
in an auto accident. 

The families as well as the patients were worked with 
intensively by physicians and social workers. An im- 
portant contribution to successful results with patients 
was the capacity of relatives to respond in more efficient 
ways to the emotional needs of the patients. Therapeutic 
contact with patients and their relatives continued for 
prolonged periods after they left the hospital, and close 
contact with schools and employers was also helpful in 
the follow-up adjustment of many patients. 


Donatp M. Hamivton, M.D., Physician in Charge of 
Men; Rosert A. McKintey, M.D., and Harry H. Moore- 
HEAD, M.D., Senior Assistant Psychiatrists; and James H. 
Watt, M.D., Medical Director; New York Hospital-West- 
chester Division, White Plains, N. Y. (Paper +25) 
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Volunteers Take a Look at Themselves 


By HERBERT F. SHAW 

Director of Recreation Services 

Jacob L. Reiss Mental Health Pavilion 
St. Vincent's Hospital, New York City 


OLUNTEERS at the Reiss Pavilion participate directly 

V with patients in recreation, occupational therapy, 
library service, and nursing service. They serve the nurs- 
ing service as secretarial assistants and cooperate with 
social service where patients need attention to feel that 
they are not forgotten people, and that they can be ap- 
preciated for desirable personal qualities just as any 
other person in the community. 

The volunteer's approach to these tasks is based on a 
feeling of respect for the patient and a conviction of the 
essential worth of the individual. Before coming face to 
face with psychiatric patients, the volunteers have proved 
themselves in their work throughout St. Vincent's Hos- 
pital or as mental health workers trained elsewhere. 

Their introduction to the Mental Health Pavilion starts 
with a careful orientation period regarding objectives of 
the treatment program in the psychiatric unit of a large, 
general, metropolitan hospital. In this orientation, the 
director, associate director, and heads of all services out- 
line the fundamentals of the Reiss mental health program 
and define the integrated program of services designed to 
return patients to the community. 

Volunteers at the Pavilion are constantly seeking to 
improve their services. In addition to performing regu- 
lar assignments, they meet monthly for review and eval- 
uation, and to formulate new plans. Encouraged by the 
results of this technique, they decided in January 1959 
to conduct a general review dating from their start at the 
Pavilion in December 1956. The following report, pre- 
pared essentially by the volunteers themselves, assesses 
services to well over twelve-hundred mentally ill patients. 
The structure of the report was dev eloped at a round- 
table discussion, supplemented by information from indi- 
vidually written reports. 


Round-Table Discussion 


Personal relationships encountered were discussed 
first, as volunteers related their experiences. The useful- 
ness of working with single patients on a “one-to-one” 
basis was considered in relation to problems found with 
small or large groups. All agreed that a personal relation- 
ship must be established before a volunteer can effective- 
ly encourage a patient's participation in any group experi- 
ence. 

Some patients were reported to have gained increasing 
ease in social relationships from week to week. Often, 
where volunteers had to make the initial overtures, the 
patients assumed more and more responsibility for the 
relationships as they became increasingly sure of the 
volunteers and of themselves The volunteers were eager 
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to find ways of encouraging patients to use group activ- 
ity programs to reinforce their ability to form social re- 
lationships. 

Volunteers accepted direct experience with patients as 
a learning, as well as a doing, process. They learned that 
a program must include the kind of activities the patient 
wants and needs, rather than the kind the volunteer 
wants. However, since the volunteer must be spontaneous 
and natural with the patient, as with any other friend, 
it was suggested that the volunteer’s preferences also 
merited consideration. Some volunteers felt more useful 
in the dayrooms with 20 patients, than in the auditorium 
or recreation area with 70 or 80. Some liked to work 
with just one patient, while others preferred planning 
parties for the large group. 

All stressed the value of varied social programs: activi- 
ties for small groups, for large groups, and in one-to-one 
relationships. Only in this way could the patient's differ- 
ent needs for social experiences be met. This in turn 
enabled volunteers to find roles where they could be 
more natural and spontaneous. 

Recreational Activities: Next, the specific type of ac- 
tivity was taken up. Programs with small groups in day- 
rooms flourished best when a game motivated patients 
to some kind of physical activity. “What's My Line?” 
and “Scavenger Hunt” typified such games. These fa- 
miliar games brought the patients’ interest to things out- 
side themselves where they could compete or cooperate. 
Prizes attracted patient-groups to an activity. Patient-aid 
in making party decorations was a notably successful un- 
dertaking. Refreshments appealed to all patients and 
added a “party” air to a program. 

With large auditorium or recreation-area groups, stand- 
ard games, such as Bingo and Grab Bag, worked well. 
Pavilion parties in which all the patients participated 
at one time, such as those for Halloween, Valentine’s 
Day, St. Patrick’s Day, Fourth of July, and a special 
Carnival Day, were recalled as enlisting most patient 
enthusiasm. Carefully structured in advance, these large 
gatherings did not make intense demands on patients. 
Greatest advantages came from the advance preparations 
in which patients participated by making decorations, 
and costumes. Special refreshments were required for 
these events. 


No matter how much preplanning was done for large 
parties, volunteers found that when the party was in 
progress, an adaptability to fluctuating patient needs was 
essential. Some games requiring much _ preparation 
brought little response. Other activities considered less 
important often captured the imagination of the entire 
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group. Volunteers concluded from these experiences that 
plans should be flexible and that the individual volunteer 
had to be sensitive to the patients’ capacity for recep- 
tivity. 

The manner of presentation seemed as important as 
the activity itself. Games which were only moderately 
successful at large parties were often more acceptable at 
small parties. In almost any activity many patients 
needed personal assistance. When more volunteers were 
available, more patients could be encouraged to partici- 
pate in a social activity by a quiet, thoughtful approach 
from an individual. Group exhortation by a master of 
ceremonies was virtually useless unless supplemented by 
calm, personal encouragement from volunteers through- 
out the group. In many instances volunteers asked 
patients to help them draw other patients into an activity 
when problems of communication were encountered. The 
hardest job of all, according to the volunteers, was to ac- 
cept the patient who did not want to participate, without 
looking upon him as someone set apart. 

Feelings of usefulness to patients grew with added ex- 
perience. Patient-needs were not immediately obvious, 
and only with experience did the volunteer see the many 
opportunities for usefulness or derive a feeling of being 
essential. 


Written Reports 


In the individual written reports, as in the round-table 
discussion, the volunteer's approach to the patient and 
the creation of pleasant personal relationships won most 
notice. How things were done rather than what things 
were done, was considered most important. Sensitivity 
to patients’ feelings, and an ability to respond appropri- 
ately, were held more valuable than pushing through a 
planned program. Games and social activities mentioned 
fell into four groups: 

Active Physical Games: Seventeen games requiring 
patients to move from place to place were mentioned. 
Typical were Musical Chairs, Treasure Hunt, relays, 
group-singing contests, and jigsaw-puzzle races. Volun- 
teers noted that an evening proceeded more smoothly 
if patients could be persuaded to move about early in 
the program. 

Social and Group Dancing: At most parties, time was 
allotted for social dancing at the end of the evening. 
Square and circle dancing were useful when the group 
was “in the mood.” Social dancing was attractive to more 
patients when the dance area was kept small in size and 
the patients did not feel conspicuous. Dance games, such 
as the hat dance or broom dance, were often effective. 
Writers noted that no one game or dance was liked by 
all. Quiet activity was emphasized as the “backbone” of 
most programs, although the physical games were termed 
the best initial socializers. 

Quiet Games and Activities: Many small group activ- 
ities could be carried on simultaneously in the same room. 
In one corner, a group might make decorations, while 
several patients played cards, and in another corner a 
twosome might engage in a checker game beside a group 
clustered around the piano. Cards, Chess, Scrabble, and 
several other kinds of word games, such as Twin Cities 
or My Grandmother Went to Paris, were enjoyed by 


many patients. Many of the women patients were de- 
lighted at the chance just to chat about household 
interests. 

Volunteers and patients often prepared costumes to- 
gether for special events. Simple hats or more elaborate 
forms of identification were very helpful in easing indi- 
viduals into a group situation. Posters announcing com- 
ing events, colorful games that attracted the eye, and 
the use of play money in games of chance also evoked 
interest and participation. 

Prizes: Prizes were used in almost every group pro- 
gram. These were donated by Pavilion volunteers and 
by many other persons throughout the hospital who are 
aware of the value patients attach to a tangible gift. The 
patients’ pleasure, excitement, and enthusiasm over prizes 
were cited time and again, as was the fact that when 
prizes were displayed, showcase style, rather than gift- 
wrapped, they served as an even greater inducement to 
participation. 

Specialized Volunteer Services: Library volunteers, 
who bring in a cart of reading material each week, noted 
that an attractive display on dayroom shelves aroused 
interest. The display was changed weekly to avoid mo- 
notony. Sensitivity to patient readiness for heavy or light 
reading, short articles, or material with pictures also in- 
creased requests for material. 

Occupational therapy volunteers aided the occupation- 
al therapist in stimulating motivation, assisted in the 
preparation and upkeep of materials, gave direct help 
where needed, and recorded observations of program 
results. 

In dance therapy, volunteers escorted patients to and 
from the area, helped select music, worked with patients 
in carrying out the therapist's structural program, and 
recorded observations for the therapist’s use. 

Techniques and Approach: New activities and the ro- 
tation of old ones gave programs more vitality and ap- 
peal, while appropriate music heightened enthusiasm. 

Thorough planning, with designated assignments for 
each volunteer, was held important to the success of any 
program. 

One person was needed who would be free to circu- 
late throughout a program area in order to integrate 
matters when other volunteers were involved. This ranged 
from spotting lonely or “out-of-it” individuals to helping 
the persons working on refreshments. 


The following personal techniques were specified: 


1. The ability to listen to a tale of woe without losing 
composure or cheerfulness often served as a prelude 
to initiation of activity. 

2. The volunteer needed to appear part of the social 
life of the Pavilion rather than as an outsider. 

3. The volunteer needed to be in readiness to com- 
municate with any individual who made an appro- 
priately responsive gesture. 

4. The volunteer should be cognizant of differences in 

levels of patients’ abilities and compensate for them. 

A casual attitude toward unfriendly patients was 

desirable until a change in attitude occurred. In 

any event, the volunteer should avoid an intrusion 
upon the patient’s privacy. 


ut 
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6. A memory for det ails of personal importance to 
patients gave pleasant continuity to a relationship 
which goes on from week to week. 

Ifa patient forgot that he had ever seen the volun- 
teer before, the volunteer should take no notice and 
proceed as if they had met for the first time. 

8. “Be yourself.” 


Staff Leadership 

Although staff leadership was not discussed, it is es- 
sential that its place in relation to volunteer activities be 
defined. Reflecting administrative policy of the hospital, 
cooperation with volunteers is apparent throughout the 


Pavilion. The outgoing attitude of personnel enables the 
volunteer to perform confidently and well. 

Development of volunteer programs at the Jacob L. 
Reiss Pavilion has been a mutual project between staff 
and volunteers. The associate director of the Pavilion 
and representatives of all other departments attend the 
monthly joint staff and volunteer planning session. Sug- 
gestions based on volunteer experience are seriously con- 
sidered in relation to possible use in the program. Prob- 
lems arising in actual execution of programs are discussed 
freely. Solutions are the results of the concentrated ef- 
forts of staff and volunteers to provide a program best 
suited to the patients’ needs. xk* 


Cafeteria Service Benefits the Mentally Retarded 


VERY DAY the dietary service at the Parsons State 

E Hospital and Training Center serves upwards of 
2,000 meals to patients and staff, and this number is ex- 
pected to increase as soon as two new cottages are com- 
pleted and occupied. The institution, a training center 
for mentally retarded children between the ages of six 
and twenty-one, is serviced by three separate caletexias, 
all offering identical food. The bovs’ unit and the girls’ 
unit each serve about 325 each meal, and the employ ees 
unit handles 150 at the noon meal. Modified diets are 
served from each cafeteria, including ground meat and 
soft or low-calorie foods for patients with ulcer or dia- 
betic conditions. 

The dietary service, operating within the institution's 
psy chiatrically oriented, multidisciplinary therapy pro- 
gram, has arrived at some specific principles for a cafe- 
teria service for the mentally retarded. It has been found 
that: most ambulatory patients, even small children, use 
and enjoy cafeteria service; meal time scheduling is easily 
effected; well-balanced meals as well as special diets can 
be administered effectively; occasional food choices give 
patients a chance for their own selection; and the effi- 
ciency of the dietary service is improved, in that foods 
are served hotter, the size of portions can be controlled, 
and food handling can be quickly and smoothly executed. 

In general, the patients at the training center fall into 
three classifications: ambulatory, handicapped-ambula- 
tory, and nonambulatory, and the dietary service deals 
differently with each. 

All of the ambulatory patients go through the cafeteria 
line, carrying their own trays, so ‘thave is little danger of 
their getting the w rong trays or diets. They come into 
the dining room in groups, each cottage separately. In 
each group those on special diets are served first and 
seated at tables away from those patients on general di- 
ets. It is necessary to remove sugar and salt and pepper 
from the special- diet tables, to ‘prevent usage or over- 
usage, whichever the case may be. A sugar substitute is 
available to the patients but its use must also be con- 
trolled. These patients must also be watched at all times 
so that they do not get additional food from other trays. 
Some of the teen-age patients, particularly the obese 
girls, truly want to lose weight and have asked to be put 
on low-calorie diets. Interestingly enough, the girls rare- 
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ly cause any disturbance about extra food or foods not 
allowed on their diets, whereas some of the older pa- 
tients, whose diet has been restricted because of their 
inactivity, ask for more food nearly every meal. One 
disturbed woman, when first put on a reducing diet, 
would sneak into the dining room ahead of her cottage 
aide, take a slice of bread from the dispenser, and stuff 
all of it into her mouth before she could be stopped. 
After this was quelled, she managed to sneak a sugar dis- 
penser from one of the other tables, sugar all of her food, 
and return the dispenser in a split second. 

The handicapped-ambulatory patients also carry their 
own trays through the cafeteria line whenever possible. 
Many are on modified general diets or general diets with 
ground meat. Those who are not capable of carrying 
trays are still brought into the dining rooms, and trays 
are carried to them by the aides and _ patient-helpers. 
Special care is taken with their food—well-ground meat, 
no raw or hard foods, and no seeds, bones, or skins. 
Even the temperature of the food must be regulated so 
that patients do not burn themselves with soups or gravy. 

Since none of these patients are able to feed them- 
selves, other patients as well as student psychiatric aides 
help with this work. These ambulatory-handicapped pa- 
tients are always served last, since they need more time 
to eat. They sometimes spill their trays, so by having 
them eat last we can eliminate the necessity of cleaning 
the dining room during the serving period. 

The third group of patients consists of those who are 
nonambulatory and who live in the hospital building. 
Almost exclusively these are on soft diets and baby or 
pureed foods, which are prepared in the hospital kitch- 
en, and taken to the area in hot-food carts. The trays are 
served by dietary workers and carried to the patients by 
the psychiatric aides and nurse aides. Most of these 
children also must be fed, usually by spoon or by feed- 
ing cups and modified baby bottles when necessary. 

The “helpers,” with the exception of those included in 
the vocational training and nurse aide areas, are patients 
who volunteer to help with feeding when they are not 
involved in activities at their cottage. 

By Theodora H. Stebbins, B.S., M.S., Chief Dietitian 

Mary Brady, B.S., Asst. Administrative Dietitian 

Parsons State Hospital and Training Center, Kan. 
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ADMISSION ORIENTATION 
A Good Beginning 


By JOHN W. HARRIS, M.S.W. 
Chief, Clinical Social Service 
State Hospital South 
Blackfoot, Idaho 


NAVY CHIEF PETTY OFFICER, now a patient, said of 

the orientation meetings at this hospital, “I like 
them . . . they remind me of how we used to orient the 
new sailors, by taking them around the ship, because 
they seemed to feel more at home when the ship was no 
longer strange to them.” This patient seemed to sum up 
our purpose in conducting regular orientation meetings 
at State Hospital South, one of the three Idaho state in- 
stitutions. We have found that the patients who “feel 
more at home,” i.e., more comfortable, less anxious, are 
better patients in devoting their energies and time more 
effectively toward the hospital treatment goals offered 
them. 

It is often a frightening experience for any of us to face 
an unknown situation for the first time. The newly ad- 
mitted patients are no exception. They need reassurance 
and clarification as to what to expect when they enter a 
mental hospital. Although it is assumed they are coming 
to the hospital because of some problem with which they 
need help, the worries and concerns about the strange 
and unknown situation into which they are coming some- 
times overcasts and outweighs the anxieties connected 
with their original problem. 

When the orientation meetings were started in Febru- 
ary 1957, it was decided that the purposes for them right 
be manifold: 

1. To welcome the patients to the hospital; to relay 
the feeling to them that they are not numbers (which 
might be more appropriate to a prison setting) but hu- 
man beings with names, interests, feelings, likes, and dis- 
likes, all of which the hospital feels to be very important. 

2. To orient them to hospital and ward procedures 
which might be overlooked by the nurses or aides, or to 
clarify any misunderstanding of information already re- 
ceived. 

3. To clarify reality problems. While the group was 
not intended to serve primarily as an ongoing problem- 
solving group or general gripe session, it does offer the 
patients an opportunity to present and discuss any ques- 
tions or feelings they have about the hospital situation. 

4. To attempt to give the patients their first hospital 
group experience and in so doing give the staff an oppor- 
tunity to observe and learn some things which might not 
have revealed themselves previously through individual 
contacts with the patients. This is often a help in screen- 
ing better candidates for group-therapy experiences at a 
later date. 

5. To give the social service department an opportu- 


nity to interpret its own role and those of the various 
other disciplines with which the patients would be ac- 
tively in contact. 

6. To help the staff evaluate the effectiveness of the 
intake procedure and to bring ‘vard management prob- 
lems to the proper authorities. 


Administrative Arrangements 


It is one of the functions of the social service depart- 
ment to help the patient enter the hospital and deal with 
his reality problems and feelings regarding illness and 
hospitalization. Hopefully, this is accomplished during 
the intake process, but this is not always possible. The 
four professional social workers assigned to this depart- 
ment have found that in some of their early contacts the 
patients often reveal secondary anxieties and problems 
which tend to complicate their hospital adjustment and 
deter them from getting involved in the treatment plan 
prescribed for them. It is difficult to deal with all the 
anxieties at the time of admission, as some of them are 
not generated enough to become full-blown until the pa- 
tients have been on the ward for a few days. We do not 
feel that it is absolutely necessary for a patient to be 
completely anxiety-free during his hospital stay, since 
anxiety can be a good motivating factor toward his find- 
ing help; however, it seems many patients react negative- 
ly to anxiety regarding additional unknown factors cre- 
ated by the complex structure and mass-living problems 
found within the institution. Hence the impetus for the 
orientation meetings to be held after the patient had been 
admitted and was settled in the hospital. 

The group meetings are held twice a week, on Tues- 
days and Fridays, so that no patient is in the hospital 
more than three days before being exposed to a group 
session. This is in addition to the social-worker contact 
within 24 hours after admission, and the ward orientation 
offered by the hospital nursing service. 

Characteristics of the different groups vary, but each 
group meets only once and for approximately one hour. 
It was felt that if the groups were continued over several 
meetings, the sessions would tend to lose their function as 
an orientation vehicle and would become group therapy. 
Because group therapy was another hospital program, 
the scope of the orientation meetings was limited as de- 
fined. The average number of patients attending is four, 
but some groups are as large as nine. If only one patient 
has been admitted during the three preceding days, that 
person is held over until the next orientation day. Ex- 
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cluded from the group are bed-patients who are out of 
contact and cannot come to the meetings. These are seen 
individually. Some patients are brought to the group in 
wheel chairs. Ov ertly psychotic patients per se are not 
excluded. They are absorbed by the group and do not 
appreciably deter group inter action. All readmitted pa- 
tients are excluded and are seen individually, because it 
is felt that the rehospitalization experience, while an 
anxious one, does not present the same trauma as does 
the initial hospitalization. 

There is no set place for the meetings to be conducted; 
because we meet but once, geographical location can be 
varied and flexible. If the majority of the patients are 
women, the meeting is held on the women’s open ward 
and the men are brought there. When the men are pre- 
dominant, the situation reverses itself. This system of lo- 
cation was adopted for the convenience of all concerned. 
When a patient is on the acute-treatment (maximum- 
security ) service, the session is often held in the secluded 
kitchen of that ward. The other patients come there, and 
this situation seems to act as a catalyst for group dis- 
cussion. 

During the past two years the social service department 
has encouraged other disciplines to participate in the 
orientation sessions. Student social workers, medical stu- 
dents, public health nurses, and doctors have all attended 
from time to time. The social worker conducting each 
meeting keeps a log listing how many were present and 
what questions were raised, and giving a brief summary 
of some of the group interaction. 

Each session is highly individual and the social-work 
techniques used to encourage discussion are unique to 
the worker conducting. Some sessions begin with the 
worker giving a brief explanation of the structure and 
purpose of the meeting and then dropping a question to 
the group to stimulate discussion. Such a question might 
be “Does being here mean you are crazy?” or “Do elec- 
tric shock treatments harm your brain?” As a rule, the 
spontaneity from the group is good and the worker as- 
sumes a passive role. 

Patients usually appear rather tense and uncomfort- 
able in the beginning, not knowing exactly what to say. 
Everyone is encouraged to introduce himself and _ this 
helps considerably to break the ice. The atmosphere of 
the group remains mostly permissive and manv of the 
questions raised by the patients tend to cover the gamut 
of emotions. 


Interesting Questions 

Some critical comments have been expressed by pa- 
tients: “Why are social workers so slow in responding to 
requests for help?” or “I would never have come to the 
hospital had I been told I would be locked up.” Some 
have complained the nurses are too busy to help them, or 
wondered how they could change their doctor or social 
worker. Some want only concrete answers to such ques- 
tions as “How can you make a phone call, write letters, 
or get off the closed ward?” “Will the hospital care be 
free or not?” and “Why are we expected to work, and if 
so, do we get paid?” Other patients show more involve- 
ment and thought and want to know how one’s leaving 
date is determined, or of what treatment really consists. 
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Many of the questions reveal dynamic feelings, and while 
these are approached from a practical standpoint, a men- 
tal note is made of them by the leader. 

’e often discuss within the group whether the group 
members feel the orientation sessions have any value. It 
is the consensus expressed at these meetings that the 
patients do want and appreciate someone to greet them 
and introduce them to the ward. The nursing service 
makes a practice of seeing that each new or readmitted 
patient gets acquainted with at least one other patient, 
and the new patient is introduced to the others on the 
ward at the time of his admission. Often it is the more 
well-established patient who reaches out to the new pa- 
tient and helps him adjust to ward routine. Sometimes 
patients will purposefully tease or cause anxiety for an- 
other patient by spreading misinformation. This is most 
often found between the older teen-agers and the yvoung- 
er patients. One 10-year-old boy, for example, had been 
told that EST was like the electric chair and that a pot 
was put on one’s head. Though the patient was not being 
considered for EST, he was genuinely frightened and 
upset. 

Many of the patients express the feeling that the hos- 
pital is quite different from what they expected; one 
woman thought she would be chained in a dungeon. Be- 
cause locked doors present a large change from outside 
living, it is a subject that is very frequently discussed 
and it is often used as a springboard for ventilating other 
feelings about being helped. 

Important By-Products 

The orientation sessions have served manv useful func- 
tions. They have frequently brought out information that 
has been helpful to the hospital management in detecting 
patient- living situations which need correcting. The ex- 
pression by patients that they did not get enough time 
to eat, for instance, helped the hospital administrator to 
reschedule the dining hours. Other discussions brought 
to light situations that needed evaluating, and such infor- 
mation was referred to the proper channels. 

Much emphasis has been placed by the patients upon 
their lack of preparation by family, friends, and doctors, 
who, though they mean well, cannot anticipate for the 
patient what to expect when he goes to the hospital. One 
patient here in Idaho said even the name “Blackfoot” had 
an ominous connotation to her. The orientation meetings 
have helped us to stress the importance of a proper ad- 
mission, where the hospital doctor, the nurse, and the 
social worker understand that clarification of anticipated 
experiences for the patient can be a most therapeutic 
first step in his hospitalization. xk 


Omission 

In the April issue of Mentat Hosprrats, Mrs. Lucy 
Whalen, R.N., was inadvertently listed as the sole author 
of “Remotivation Remodified” (pp. 46-47). Coauthors of 
this article were Mrs. Cynthia Goard, R.N.; Mrs. Clydine 
Watson, R.N.; Mrs. Margaret Simon, R.N.; and Mrs. 
Marcella Mitchell, R.N., all of whom were on the educa- 
tional staff of the Woodside Receiving Hospital, Youngs- 
town, Ohio, at the time the article was written. 
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The Private 
Hospital and 
The Community 


By THEODORE W. NEUMANN, JR., M.D. 
Falkirk Hospital 
Falkirk in the Ramapos, New York 


| gr toy PSYCHIATRIC HOSPITALS today stand in the 
heart of the patient's own community. Gone is 
the public demand for isolation and anonymity, as society 
gradually awakens under the twin pressures of need and 
education. These hospitals draw their population from 
a narrow area and offer community service just as a gen- 
eral hospital serves its immediate community. They ful- 
fill the requirements that so many psychiatrists demand— 
flexibility in size and regulations. They not only meet 
the problems of the individual patient with dignity and 
adaptability, but also are flexible enough to leave room 
for imaginative and progressive treatment. 

When the recent publicity about “open” hospitals 
caught the awareness of the public, the directors of pri- 
vate psychiatric hospitals asked themselves what all the 
fuss was about. Their hospitals, for the most part, have 
been “open” (some completely, nearly all in part) since 
they were founded, some as long ago as 75 years. “Open” 
private hospitals are a rule cutee than a nov elty. 

In every section of the country there are one or more 
private psychiatric hospitals concerned with each rami- 
fication of psychiatric illness. From Maine to California 
there are special adolescent care centers, whose staffs are 
specially trained in this work, and they conduct their 
own schools or arrange for daily school attendance. 
Private hospitals in all areas provide medical and psychi- 
atric care for the aged. Still others include special pro- 
grams for particular illnesses—for the patient who needs 
the cooperative care of a nonpsychiatric physician, for 
the drug addict, and for the alcoholic. 

Day- and night-hospitals, a fairly spectacular form of 
community service, are frequently part of a private psy- 
chiatric hospital program. “Week-end hospitals,” where 
patients are cared for from Friday night to Monday 
morning and live at home the rest of the week, may also 
be found. Many communities rely upon their private 
psychiatric hospitals for guidance centers, youth clinics, 
and outpatient services. Another feature ‘of a limited 
number of such hospitals, the “open-staff” policy, fur- 
nishes a direct community benefit by allowing private 
practice psychiatrists to hospitalize their patients and 
continue treatment in this setting. 


Most private hospitals treat a large number of non- 
paying or partially paying patients from the community. 
The over-all reduction in income frequently runs to 20 
per cent and often to 30 per cent of the total income of 
the hospital. As a rule, even the physician doesn’t know 
who the nonpaying patient is. Since in many hospitals 
accommodations are assigned by treatment needs rather 
than by ability to pay, we may find the nonpaying patient 
housed in the best private-room-and-bath suite. 

A growing number of private psychiatric hospitals are 
nonprofit organizations, owned by community boards of 
directors. The staff, including the chief of service, are on 
salary, and profits are used for training and research. 

About 40 per cent of all private psychiatric hospitals 
are engaging in some form of research. This varies from 
simple arrangements whereby notes on patient reactions 
are kept for comparison with other hospitals for depth 
and check of reliability, to elaborate programs necessitat- 
ing full-time research staffs. 

Training programs are even more extensive. There are 
residency programs for physicians, three-year psychiatric 
training courses for nurses, training for affiliate nurses, 
and inservice programs for aides. There are programs 
for specialists in child care, occupational therapists, and 
recreational therapists. Seminar groups for concentrated 
study exist for a variety of workers and for members of 
the public. One of these courses is in its eleventh year 
and discussions are held for pre-professional groups, col- 
lege students, and career-minded young people. 

Recently there has been a concentration on informa- 
tion for the clergyman who is interested in the problems 
of religion and psychiatry. There are also discussion 
groups for lawyers. There are courses of instruction 
which permit general practitioners to interview patients 
and to discuss the problems they face in their own prac- 
tices. Abstracts from one general practitioner lecture 
series have been published, and the book has been 
mailed to over 40.000 family physicians. 

Private hospitals in every section of the country are 
also concerning themselves with community education. 
Groups and individuals are encouraged to visit, and in 
one such hospital local townspeople are guests of the 
patients for dinner every Friday night. 

These visits to the hospital are matched by visits out. 
The staff often constitutes an informal lecture bureau. 
Some hospitals have films or recorded talks that may be 
used as discussicn openers by community groups. Psy- 
chiatrists conduct continuing television and radio pro- 
grams. In some hospitals members of volunteer clubs 
speak at community meetings and on the radio. At one 
hospital, an ex-patients’ club serves a similar function. 

Far from being resorts for the wealthy, the private 
psychiatric hospitals have been in the vanguard in sup- 
plying psychiatric facilities for the insured patient. The 
private hospital, despite the modest payments for psychi- 
atric illness offered by Blue Cross, Blue Shield, and com- 
mercial insurance companies, supplies all needed care 
and treatment. In New York state a number of private 
hospitals are participating in an experiment conducted 
by Group Health Insurance Co., New York City, with 
funds supplied bv the N.I.M.H.. to prove the feasibility 
of full insurance for psychiatric illness. kkk 
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SQUIBB ANNOUNCES 


once day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1:2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!-? Less common effects have been hypotension,* drowsi- 
ness,> agitation,” restlessness,4 and anorexia.® Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.?:56 is a squiae TRADEMARK 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 

termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, : SQUIBB 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Tayior, I.J.: Clin. Res. ‘ . 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. Squibb Quality— 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and Y the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 ‘ 

(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: Ingredient 


Clin. Res. Notes 2:10 (Aug.) 1959. 
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The Urban Facility and Community Liaison 


_ NEED for a closer liaison between the psychiatric 
hospital and its community has become increasingly 
apparent. Several reasons for this growing need come 
immediately to mind: 

First, the advent of the newer therapies makes possible 
briefer hospitalizations than ever before. The median 
length of stay for patients who were discharged from 
New York state hospitals as of March 1, 1958 was down 
to 5.1 months. Thus, even with an increasing rate of 
mental hospital admissions from 133.2 per 100,000 gen- 
eral population in 1940 to 185.4 per 100,000 in 1958, we 
have seen a decrease in hospital patient population. 

Second, there is a noticeable lowering of the threshold 
of resistance to psychiatric hospitalization. This change 
has come with the altered concepts pertaining to hospital 
use, particularly for the acute phases of a psychiatric dis- 
order. In part, too, the change grows out of a wide util- 
ization of the newer pharmacotherapies, resulting in a 
more rapid turnover of the hospital population. A large 
factor in this lowered resistance to psychiatric hospital- 
ization has been an increased medical and psychiatric 
awareness on the part of the public. Thus, there is earlier 
recognition of symptoms, and more prompt institution of 
therapy. All of this has put the modern psychiatric hos- 
pital into sharper focus and delineated many and varied 
possibilities for treatment, never before thought feasible. 

Third, the value of avoiding unnecessary shifts in the 
family constellation when illness affects one of the mem- 
bers, has become well recognized. Today, psychiatric 
hospitalization which keeps the patient within his com- 
munity, rather than removing him, is a workable reality. 

Last, the combined approach using somatic, psycho- 
therapeutic, medical, social service, milieu, and occupa- 
tional and recreational therapies in a flexible treatment 
program can now be applied more universally. Such “all 
out” programs have given us some of our most encourag- 
ing therapeutic results. 

It is noted that the liaison between the urban psychi- 
atric facility and its community has been implemented 
in the current developmental pattern of psychiatric facili- 
ties, including those created as psychiatric wings of gen- 

*Based on a paper presented at the annual meeting of 
the New York State District Branches of the A.P.A., 
November 28, 1959, in New Yerk City. 


By LEONARD CAMMER, M.D., Director 
and EUGENE N. DYE, M.D., Staff Psychiatrist 
Gracie Square Hospital, New York City 


eral hospitals. More and more as we progress into the 
second half of the century we are seeing psychiatric 
diagnosis and treatment integrated with that of medicine 
as a whole. Hopefully, we observe that the day is 
passing when psychiatric care must be a phenomenon of 
isolation, both geographically and within the field of 
medicine itself. 


Important Advantages 


Some of the more important elements embodied in the 
change to urban hospitalization for psychiatric disorders 
are as follows: 

1. The urban location of the psychiatric facility pro- 
vides a therapeutic milieu that is immediately accessible. 
It permits the patient to stay in his community, to main- 
tain frequent and regular contact with his family, and in 
some cases, to continue his occupation as well. 

2. The physical plant itself (of the psychiatric hos- 
pital) is today being created in terms of a pleasant resi- 
dential atmosphere, with matching attitudes of friendli- 
ness and warmth on the part of personnel. This atmos- 
phere of the modern urban facility is one of the key 
factors in eradicating the stigma of psychiatric hospitali- 
zation—a stigma due in part to its association in the 
public mind, with dismal, institutionalized separation, 
with a concomitant sense of despair and futility. A by- 
product of the “new look” in psychiatric hospitals is the 
change in the family’s reaction when the patient is hos- 
pitalized. The projected guilt of the family has always 
been an extremely difficult problem with which the psy- 
chiatrist has had to contend. This guilt appears to stem 
not only from the family’s belief that they have in some 
way contributed to the patient’s illness, personally and 
directly, but also from the fact that historically, the 
psychiatric patient has been removed from society much 
as if he had committed a criminal act. However, when 
families bring a relative to a psychiatric hospital within 
their own community, where the general feeling is bright 
and congenial and personnel are sympathetic and en- 
couraging, much of this guilt is often dissipated. 

3. Using the community and home as a functional 
unit in the hospitalization program permits a graded 
remobilization and reimplementation of the patient's psy- 
chological defenses, while at the same time the continu- 
ous treatment program and the protective environment 


47 


of the hospital are maintained. Precipitous changes and 
the need tor new and sudden adaptations are thereby 
obviated. The movement away from pathological func- 
tion to normality becomes a smoother process and tends 
to prevent relapses and unanticipated readmissions. 

The day- and night-hospital programs which are possi- 
ble because of urban facilities are examples of the symbi- 
otic exchange between the community and the psychi- 
atric hospital. The hospitalized patient can spend a few 
hours or a week end at home with the family, and the 
psychiatrist is provided with excellent indicators as to 
the patient's ability to handle life situations. 

Accordingly, a “laboratory tested” therapy program can 
be developed as improvement progresses to the point 
where closed hospitalization is no longer necessary. Thus, 
in using the community in this controlled way, one is in 
a position to titrate, if you will, the siresses to which the 
patient is exposed. The therapist can then evaluate the 
environmental stress, and with the information he ex- 
tracts, provide the content and basis for continued psy- 
chotherapy and re-education of the patient. Perhaps one 
of the most common protests the psychiatrist hears from 
the hospitalized patient is, “If I were only out of the 
hospital I'd be well . . . it’s the other patients that make 
me nervous.” By means of a controYed exchange be- 
tween the hospital and the community the irrational ele- 
ments in this argument can be exposed to the patient 
more meaningfully and with greater success. 

4. A flexible admission and treatment policy allows 
the psychiatrist maximal freedom in structuring a treat- 
ment program to suit the needs, both medical and psychi- 
atric, of the individual patient. This concerns the total 
patient and includes a close look at his psychological, 
cultural, socioeconomic, and medical problems, thus 
avoiding a doctrinaire approach to therapy. Such a pro- 
gram also depends upon ready access to consultation 
services in all of the medical and surgical specialties, and 
requires psychiatric personnel who are broadly trained in 
medicine and neurology as well as psychiatry. 

The operation of this closer liaison between the urban 
psychiatric facility and its community can be seen in the 
following three cases. These are by no means exceptional 
but they illustrate in a more specific way, the advantages 
of the flexible exchange described above. 


Inpatient to Outpatient Care 


A 50-year-old married woman was hospitalized because 
of habituation to barbiturates and alcohol. Her daily 
consumption averaged about 11 grains of nembutal plus 
a pint of whiskey. 

As a result, she was malnourished and in a constant 
state of lethargy, with slurred speech, poor muscular 
coordination, and chronic depression. The pattern of 
anxiety and the nature of her personality disturbance are 
not directly relevant to this paper, but it can be noted 
that despite outpatient psychotherapy she had continued 
to act out her pathology by resorting to the use of barbit- 
urates and alcohol. 

When she became an inpatient, withdrawal from the 
drug and alcohol was achieved by milieu therapy and 
psy chotherapy with Thorazine as a pharmacological ad- 
junct. After successful detoxification, she was gradually 
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mobilized and encouraged to make contact again with 
her community and family. At first, she was given hos- 
pital passes permitting her only an afternoon outside. 
These periods were gradually extended to include full 
week ends at home. Her growing ability to participate 
in normal dinner-table interludes with her husband and 
to attend the theater aroused her to self-pride, and this 
was used in psychotherapy as a motivating force for 
continued treatment. During this transition period, and 
while still in the protective setting of the hospital, she 
successfully achieved a change to a new therapist, often 
a difficult procedure. 

At the time of discharge the patient had regained her 
lost weight, she was bright, and eating and sleeping well 
without sedation. Having tested her ability to maintain 
personal relationships in the course of her gradually 
lengthening trips outside the hospital, she had gained 
confidence and was well motivated to continue her 
treatment as an outpatient and learn to alter the pattern 
of her previous pathological function. 


Hospitalization for Acute Episodes 


This patient is a 48-year old housewife suffering from 
cyclic attacks of depression lasting about three weeks, 
followed by brief periods of elation and a variable 
interim of remission. In recent years these remissions have 
become as short as one month. 

The pattern of depression is characteristic, consisting 
of intense self-reproach, extreme agitation, withdrawal, 
retardation in speech, indecision, and self- -neglect. 

Her first depressive episode cocurred in her twenties, 
after the birth of her second child, in 1935. She was 
again hospitalized for eight months through 1954-1955 
and for nine months in 1957. During these extended 
periods she was unable to visit at home more than briefly 
because of the distance involved, although on many occa- 
sions there were intervals when her mental status 
warranted her being at home. From September 1957 to 
April 1959, the patient suffered numerous episodes of 
depression. At this time her husband, having developed 
feelings of remorse and guilt about—in his own words— 
“locking her up again,” attempted to avoid hospitalization 
by employing a private nurse for home care during the 
acute phases. However, her behavior was so disturbed 
that friends, household staff, and even the nurses were 
driven away; the life of the family was in a constant 
state of chaos. 

In April 1959 the patient was admitted to an urban 
psychiatric facility. To date, she has had four admissions 
lasting 13, 19, 16, and 14 days respectively. Her asymp- 
tomatic periods have been spent at home, while her 
acute episodes have been managed successfully with in- 
patient hospitalization wherein minimal courses of elec- 
troconvulsive therapy, along with milieu therapy in 
combination with pharmacological adjuncts have been 
utilized—the drug in current use being one of the mona- 
mine oxidase inhibitors. 

These short stretches of hospitalization have prevented 
the patient’s home from being disrupted, and for the 
first time she has been able to keep household help. 
There is no longer a sense of isolation. During the hos- 
pital periods she sees her speeeaes frequently and has 
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contact with the management of her home; her friends 
have not been alienated, and she has been able to main- 
tain the continuity of participation in community affairs. 
At the first sign of disturbance her husband knows where 
to turn without the encumbrance of guilt feelings and in 
the knowledge that he can visit easily with his wife, in 
agreeable surroundings. 

The sum total of the patient's current pattern is con- 
fidence in her ability to carry on as a wife and mother, 
despite the cyclic nature of her illness. She is aware that 
she tends to have acute flare-ups of the disorder but 
realizes that her stays away from home will be incidents 
rather than maior episodes in her own and in her family’s 
pattern of living. 


Coordinated Hospital-Community Care 


A 28-year-cld fireman, married, sustained fractures of 
the skull, an arm, and a rib while fighting a fire in an 
explosion. The arm and the rib healed and during his 
six months’ stay in a general hospital he underwent four 
decompression operations. Soon after his discharge, he 
became apathetic and lost all initiative and interest in 
work or productive activity of any kind. 

He was irritable with his wife and their two-and-a- 
half-year-old child. Though not overtly paranoid, he 
constantly accused his wife of wanting to be rid of him 
by confining him to a “nut-house.” On at least one occa- 
sion his violent outbursts led to physical abuse. He also 
became disinhibited to the point of incorporating strings 
of lurid obscenities in all of his speech. During one of his 
acutely disturbed and destructive episodes he was ad- 
mitted to Bellevue Hospital Center and then court-com- 
mitted to a private psychiatric hospital. 

On admission he was belligerent, resorted to pictur- 
esque profanity, and showed no insight into his illness. 
Psychological testing revealed a post-traumatic personal- 
ity pattern without impairment of intellectual function. A 
diagnosis of organic brain syndrome following head in- 
jury was made. The patient received 50 mg. Thorazine 
three times a day and was activated into occupational and 
recreational therapy. Psychotherapy was directed toward 
re-educating his behavioral patterns and attempting to 
induce insight into his condition. 

After one month it was felt advisable that he have 
contact again with the community. He was encouraged 
to visit with his friends at the firehouse for one day a 
week. The support and comradeship of his fellow work- 
ers aroused a significant response in the patient. His 
irritability and obscene expressiveness diminished and he 
was offered increased freedom to visit with his family 
and other friends in the community. 

An unfortunate occurrence at this point was his wife’s 
reluctance to accept the marriage. In spite of this crisis 
the patient managed to develop satisfactory interpersonal 
relationships with his brother and other family members. 
While he remained in the hospital on a night program, a 
sedentary clerical job was found for him. However, this 
occupation proved unsuitable, as he expressed a need to 
“work with my hands.” 

At present, the patient is attending a daytime rehabili- 
tation center for occupational exploration and training, 
while staying in residence at the hospital. He will con- 


tinue therapy under complete hospital supervision until 
he is capable of functioning independently. He thus 
benefits by the interchange between the hospital program 
and other community facilities in such a way as to help 
him re-establish an effective life pattern. 

In summary, the foregoing is an attempt to outline the 
factors considered to be significant in creating the need 
for a closer liaison between the psychiatric hospital and 
the community in which it is located. Three cases have 
been presented to indicate how this concept is put to 
therapeutic advantage in a new urban psychiatric facility. 
It permits, as in the first case, an effective weaning away 
from the protective environment of the hospital to an 
outpatient follow-up; as in the second case, the use of 
the hospital facility for only the acute phases of a chronic 
illness, on a long-term continuing basis; and, as in the 
third case, a closely coordinated program whereby vari- 
ous community facilities are used and integrated with the 
workings of the hospital programs. 

It may be added that while great strides have already 
been made, it is only recently that we have begun to ap- 
preciate the tremendous potential in this close liaison 
between the urban psychiatric hospital and its commu- 
nity. 


On May 12, at the 116th Annual Meeting of the Ameri- 
ean Psychiatric Association, Dr. Robert S. Garber, Chair- 
man of the A.P.A.-Smith Kline & French Foundation 
Remotivation Project, presented the first Remotivation pin 
| to Walter Pullinger of the Philadelphia State Hospital. 
Mr. Pullinger, a psychiatric aide, worked on the first 
Remotivation Training Team, and has personally visited 
26 hospitals, training over 600 other psychiatric aides in 
the techniques of Remotivation. Pins will be awarded to 
aides who have completed the course and who are running 
an active program in their hospitals. 

The pin, dark blue enamel on gold, is a modification of 
the Remotivation seal, shown on the cover of the report 
held by Dr. Garber. The design represents eight patients | 
sitting in a circle with the aide in the middle. Mr. Pullinger 
has adapted this as a teaching device, by designating the 
circle as the eight fields of human knowledge being brought 
to the patient for his stimulation and interest. 
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THE CLINICAL DIRECTOR 


Dynamic Psychiatrist and Scientific Manager 


By JAMES W. DYKENS, M.D. 

Assistant Commissioner 

Massachusetts Department of Mental Health 
Boston 


7 PRINCIPLES OF DYNAMIC PSYCHIATRY and the tech- 
niques of modern management are subjects of in- 
creasing interest in large state mental hospitals. The 
administration of clinical services in such hospitals is 
often the prime responsibility of the clinical director, 
whose knowledge of clinical psychiatry may not be 
paralleled by an understanding of modern management 
methods. Yet, in the hospital organization, the clinical 
director is often administratively in charge of the psy- 
chiatric staff, psychiatric social workers, psychologists, 
nurses, activities and occupational therapists, chaplains, 
and volunteers. It is often the clinical director’s role to 
work with this large number of people to improve serv- 
ices to patients, to establish training programs, and to 
encourage research. 


Management Principles 


Just as a conceptual framework is needed for psychi- 
atric treatment, so is a framework of management prin- 
ciples helpful to the clinical director in working with 
personnel to modernize clinical programs. Administrative 
and clinical psychiatry are points on a continuum, not 
techniques isolated from one another. The clinical direc- 
tor's concern often ranges from an extensive overview of 
the clinical milieu of the hospital down to the under- 
standing of the meaning of the individual patient's symp- 
toms. Effective administration creates the milieu, and 
the effective use of dynamic psychiatry helps in the 
understanding. 

Management principles for achieving both of these 
ends can be outlined as follows: planning, organizing, 
coordinating, motivating, and controlling.® 

Planning starts with ideas and consists of deciding in 
advance what one wishes to do and how one wishes to 
* Hayes, James L., “Principles, Skills, and Tools of Sci- 
entific Management.” Monograph Series No. 3, A.P.A. 
Mental Hospital Service, January, 1958. 
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proceed. Major or long-range goals are established which 
may be stated simply and often. Minor or short-range 
goals are also established in order to measure progress 
and to help give personnel a feeling of real accomplish- 
ment. 

A practical major goal in the large state hospital is the 
formation of psychiatric treatment teams which not only 
improve services for patients, but also serve as conven- 
ient vehicles for teaching psychotherapy. Minor goals 
consist of steps which will make such teams possible. 

In one large, 2000-patient state hospital at Westboro, 
Massachusetts, the clinical program had been oriented 
largely around custodial care and descriptive psychiatry. 
The clinical director, new to the institution, decided that 
the formation of treatment teams would be helpful, and 
discussed this in his weekly meetings with the superin- 
tendent, who was also new to the institution. Communi- 
cation between the superintendent and the clinical direc- 
tor was essential so that they could agree on major and 
minor goals and support each other as the inevitable 
resistances to change occurred in the hospital. 


Orientation Workshop 


As a first step, a workshop® was planned to orient all 
clinical personnel to the team concept, stimulate their 
interest in dynamic psychiatry, and demonstrate that im- 
proved communication is helpful to clinical personnel. 
In developing the workshop plan, the clinical director 
met with the heads of clinical departments in order to 
reach a consensus as to the need for such a workshop. 
Several such meetings were necessary as the clinical 
department heads felt “nobody would feel free to talk” 
and “the wards couldn't spare the personnel.” Planning, 
however, did reach a consensual level and at the conclu- 


* Dykens, James W. and Schwarz, Marvin J., “Reorien- 
tation of a State Hospital by the Workshop Technique,” 
THE PsYCHIATRIC QUARTERLY SUPPLEMENT, Part 2, 1955. 
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sion of the workshop series, personnel felt that the work- 
shop had been a success. Later the clinical department 
heads formed a committee to plan further clinical serv- 
ices. Out of this group also developed an educational 
committee to help plan educational programs for all 
clinical personnel. 


Organizing 


Planning blends into organizing as steps are taken to 
assemble resources and assign people to put the plan into 
action. Charts are helpful in communicating plans to 
personnel and in reaching agreements with them about 
their part in the plan. A good chart is flexible, and fits 
in practically with the hospital goal and the number and 
abilities of the people at hand. 

A major concern in the large hospital is the great num- 
ber of patients, which prevents the small number of staff 
from relating to the patients as individuals. A look at the 
clinical organization of the hospital, however, may show 
that changes could be made which would help the staff 
to relate to the patients more easily. 

For example, the hospital may be. organized into a 
“male” side and a “female” side. The “female” side, 
headed by the supervising R. N. group and consisting of 
female personnel, may have had little to do administra- 
tively with the “male” side, headed by an attendant su- 
pervisor and consisting of male personnel. This division 
into ponderous “sides” may extend to all clinical areas. 
The doctors may be assigned to one side or the other 
and, in this arrangement as they tour their wards, they 
tend to see their patients in large amorphous masses of 
men or women for whom they feel, “little can be done.” 
The doctor may communicate on a hit-or-miss basis with 
personnel of other disciplines and generally there may be 
a tendency to see problems superficially rather than 
meaningfully. 

In a like manner, occupational therapists may do di- 
versionary O.T. to “help take up the patient’s time” 
rather than relating constructively with patients in a 
therapeutic sense. The social worker may spend con- 
siderable time running errands on one side or the other 
rather than doing casework with relatives. The patients, 
while in separate wards or buildings, may be chronic or 
acute, geriatric or “organic,” with a minimum differentia- 
tion. 


Functional Divisions 


A reorganization may conveniently be made in the cre- 
ation of more functional and separate services, each with 
a chief psychiatrist who administers the service. Capable 
staff psychiatrists may be delegated to this role and given 
the authority to run the service. While the chief of 
service and the clinical director may conveniently discuss 
goals, the former should be free to make decisions and 
set up communication as he wishes. The creation of 
separate services with male and female patients in proxi- 
mate wards will help in the development of specific treat- 
ment programs for the patients. While such a reorgani- 
zation is much less desirable than building new and 
smaller treatment units, it will help in the reorientation 
of personnel, who will then be better prepared to func- 
tion in the newer facilities when they become available. 


Plans for each service will vary. On the acute service, 
it is helpful to understand the newly admitted patient's 
illness in dynamic terms. A weekly team conference 
should be held in which each patient is interviewed and 
a consistent treatment plan is made by all the team peo- 
ple. Good team communication is comforting and con- 
structive for the patient whose illness is related to dis- 
turbed interpersonal relationships and to communica- 
tion blocks. A note summarizing the team conference 
and placed in the patient's ward chart is helpful for 
reference, especially by night-ward personnel. 


Confusing the Issue 


A case can be cited of inconsistent treatment of a fe- 
male patient with postpartum psychosis following the 
birth of a second daughter. The psychiatrist understood 
the regression as related to ambivalent feelings toward 
the child, which were reawakened from the patient's past 
hostility to the birth of her younger sister. The social 
worker, after interv iewing the husband, reported marital 
difficulty stirred up by the patient’s mother. Without 
team discussion, the psychiatrist tried to relieve the pa- 
tient’s feeling of guilt about the baby, while the social 
worker focused her casework with the husband on his 
disappointment at not having a son, rather than on his 
inability to help the patient deal with her mother. The 
occupational therapist counteracted the psychiatrist's 
therapy by mobilizing hostile feelings in the patient 
through metal pounding. Finally, the nurse told the pa- 
tient to “be good and talk to your mother today”—the 
mother from whom the doctor and other team members 
were trying to help the patient emancipate. In such a 
confused treatment program, it was small wonder that 
the patient remained “confused.” 


Separate Services 


The continued treatment service may require consid- 
erable reorganizing. Generally, it is helpful to subdivide 
this large group of patients according to their degrees of 
regression. A service treatment center, emphasizing in- 
tensive group therapy and social therapy, may be set up 
for those patients transferred from the acute service who 
are in need of continued treatment. For the “back 
wards,” remotivation, recreation, industrial therapy, and 
other techniques may be used to help patients move up 
in stages to the service treatment center. 

Many state hospitals have patients who are social 
problems in the sense that their illnesses as well as their 
family ties have burned out in the hospital. For such 
patients a rehabilitation service will be helpful. This 
service accepts patients from throughout the hospital and 
functions to help the patients work through their feel- 
ings of separation from the hospital. On this service, the 
team conference might include social workers, clergy- 
men, and other people from the community, in addition 
to the usual hospital staff members. 

On the infirmary service, personnel are apt to feel 
particularly frustrated by the patient who refuses to eat 
or who soils. Team conferences help personnel to verbal- 
ize these frustrations rather than to act them out with 
the patients. A nurse had observed that an infirm male 
patient refused to eat after a visit from his wife. In team 
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conference the occupational therapist recalled that this 
patient had angrily yanked the weaving braids too tight 
when speaking of his wife. Team discussion of the mean- 
ings of the patient’s hostile feelings helped the nurse to 
relate to the patient more comfortably. 

A geriatric service can assist the large hospital in more 
accurately diagnosing and treating the large number of 
elderly people being admitted. Such patients should be 
treated by a team in a separate area, as distinct from the 
large group of chronic patients who have grown old in 
the hospital. This team may also plan activities with 
community social clubs for all elderly patients. 


Coordination 


Reorganization implies changing people's attitudes. 
Resistance to change is minimized by effective communi- 
cation among team members and by an active educa- 
tional program. Much, however, depends upon the abil- 
ity of the clinical director to coordinate—to bring clinical 
people to consensus about attaining a goal. Just as the 
relationship between the psy chiatrist and patient is basic 
in psychotherapy, so the relationship of the clinical direc- 
tor to supervisory and ward team-members is essential in 
coordinating a program. The coordinating relationship is 
positive, but not “therapeutic.” If the psychiatrist-admin- 
istrator routinely tries to handle problems of personnel 
by probing for “underlying reasons as to why they are 

“not cooperating,” he will lose sight of his goal, which is 
to treat patie nts. An effectively coordinated program 
prevents anxiety by preventing communication blocks. 
Coordination is often effected in conference discussion. 

After setting up the treatment teams described above 
to interview patients and plan treatment, it is necessary 
to have team meetings to discuss and formulate ward and 
service policies and ‘procedures. A daily “problem con- 
ference” of clinical people, either at the supervisory or 
ward level. offers them an opportunity to discuss their 
ideas and to ventilate and work through their feelings 
about administrative changes as well as about their 
treatment of specific patients. 

A collective disturbance occurred on a chronic ward in 
which the nurse reported the ward was “stirred up” and 
the patients were arguing and fighting. In the nurse’s 
ward notebook a special log was kept which detailed spe- 
cific altercations between patients. The log revealed that 
individual members of one doctor's therapeutic group 
were venting their hostility on members of another doc- 
tor’s group. In discussing this. the clinical director and 
the two doctors discovered differences as to how much 
administrative authority each doctor would have in man- 
aging the ward when the other doctor was off duty. 
When this matter was more fully discussed. a decision 
was made and the disturbance abated. 


Motivation 


Some large state hospitals suffer from an intellectual 
lethargy. While this may be due in part to the frustrat- 
ingly large numbers of patients and shortages of per- 
sonnel, it may be contributed to by a lack of clinical 
leadership. To lead teams and to develop team leaders, 
the clinical director needs more than a passing acquain- 
tance with the theory and practice of each ancillary field. 
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Routine meetings of the clinical director with the social 
workers, the occupational therapy department, the nurs- 
ing supervisors, and other clinical departments may be 
used to discuss newer techniques in each field and plan 


their use. At the hospital described, for example, the 
clinical director and the occupational therapy depart- 
ment read and then discussed a book on modern theory 
and practice of psychodynamically oriented occupational 
therapy. Everyone was brought up to date. 

In psychiatry and its allied fields, the best learning ex- 
perience occurs in working with patients under super- 
vision. The team conference presents an excellent oppor- 
tunity for each member to discuss his specific treatment 
plans for the patient and to consider later how the treat- 
ment is progressing. 

According to the training needs of the hospital, various 
programs may be set up. Individual supervision, teach- 
ing seminars ‘by consultants, interdisciplinary education 
programs, journal clubs, and other devices help to moti- 
vate personnel, so long as such programs do not become 
top heavy and keep the personnel away from the pa- 
tients. Perhaps the key to motivation is the enthusiasm of 
the clinical director and other administrative personnel, 
which is communicated to others by a kind of psychologi- 
cal osmosis. When the clinical director meets and joins 
the program as it is, and becomes a part of it, he is then 
better able to give an incentive through example. 


Control 


To therapists the word “control” is perhaps approached 
with some apprehension, as it may imply rigidity. How- 
ever, this is not the intent of control. Rather, it meas- 
ures results and tells how effective the planning, organiz- 
ing, coordinating, and motivating have been. Some of 
these measurements may be made with statistics. How- 
ever, more important results are less tangible and relate 
to supervision: Was the O. T. student helped with her 
problem in relating to her elderly male patient? Was the 
resident helped in recognizing his “blind spot” in treat- 
ing the patient who was depressed after surgery? Con- 
trol should be flexible, and aimed at helping the indi- 
vidual develop as a therapist. Effective control helps to 
create a structured, clinical framework in which the clin- 
ical person may feel free to help the patient in his own 
individual and ‘personal way. 


Management Pitfalls 


The proper use of management principles, like that of 
ego defenses, is a matter of degree. While some hos- 
pitals may suffer from a lack of clinical direction, other 
institutions may fall prey to a clinical bureaucracy; or 
the management continuum may get out of balance so 
that one aspect of administration is overdeveloped at the 
expense of the other. The overpermissive director may 
plan so extensively that there is a wallowing in trying to 
get consensus and little is accomplished. The authori- 
tarian director may be so engrossed with “control” that 
there is no shared planning and no consensus. There 
may be so much time spent on organizing programs that 
the means defeat the ends. There may be so many moti- 
vating or coordinating conferences that nobody has time 
to treat the patients. LeRieel 


] 


AIDE 
TRAINING 


By RUTHANNA PENNY, R.N. 
Superintendent of Nursing Service 

FRANK PERRY, R.N. 

Assistant Superintendent of Nursing Service 
and ROWENA TAYLOR, R.N. 
Psychiatric Nursing Education Director 
Porterville State Hospital, California 


= California Department of Mental Hygiene rec- 
ognizes the importance of the psychiatric aide’s role 
in the care of patients in mental hospitals, and for this 
reason emphasizes the need for the best possible train- 
ing. Yet if personnel are to be obtained or retained, de- 
sirable working conditions must also be provided. At 
present, the state salary scale for aides (psychiatric tech- 
nicians ) is one of the best in the country, and efforts are 
being made to secure increases. A 40-hour week is in 
effect, working conditions are good, many benefits are 
available. and opportunities for advancement are excel- 
lent. 

We at Porterville, having been involved for many years 
in the teaching and training of psychiatric technicians 
and trainees, feel some “solutions” have come about, 
which might be of benefit to other states and hospitals. 

Before an applicant is even considered for aide-train- 
ing, he must have either a high school diploma, or a 10th 
grade education plus two years of nursing experience. If 
these qualifications are met, the applicant is then given 
a Civil Service examination; a method which has proved 
successful in eliminating a number of inadequate individ- 
uals. The next step is an oral interview, given by a 
“Qualifications Appraisal Board,” composed of three 
members of the nursing services supervisory personnel. 
Then, if he passes his physical examination, the trainee 
signs his appointment papers and is ready to begin his 
traineeship. 

At present the training program is extended over a 
one-year period, including 300 hours in basic psychi- 
atric-technician training—a substantial increase over 1948, 
when the minimum number of hours recommended for 
the beginning employee was 45. This program, as well 
as seven others for different groups of nursing personnel, 
is outlined in the Department of Mental Hygiene’s 
“Teaching Guide for Nursing Personnel” (now under 
revision). Much of the subject matter is adapted to meet 
the needs of the individual hospital, and the nursing 
needs of patients. 

The trainee’s first four weeks are spent on designated 


“training” wards where basic nursing procedures, and 
their application are taught. Formal classroom instruc- 
tion is continued, with a rotation service on various types 
of wards as well as on different shifts. Types of instruc- 
tion include clinics, ward team meetings, lectures from 
visiting professional consultants, and 160 hours of formal 
classroom instruction after the trainee has been in serv- 
ice four to five months. 

Learning is definitely not on a verbal. level alone, but 
is on an experiential level, not only for the trainee, but 
for all employees. In other words, emphasis is placed on 
developing a patient-employee relationship which is 
warm, humane, and loving, so that the potential abilities 
of every patient are developed to the utmost. 

Unlike their counterparts at some hospitals, our tech- 
nicians must assume the major portion of the nursing care 
of patients. Therefore, every effort is made to instruct, 
train, and supervise them in carrying this burden of 
responsibility. Joint programs for the professional nurses 
and the technicians have already done much to foster 
mutual respect not only during the formal classroom 
education but also in relation to a sharing of the ward 
work-load. This type of integration does not appear to 
have stunted the growth of our professional nurses or 
to have unduly frustrated the technicians; rather, it seems 
to have been quite a broadening experience for both. 


Current Staffing 


We now have an equal number of professional nurses 
and psychiatric technicians in the area supervisorial posi- 
tions, with the R.N. assigned to the acute areas and the 
psychiatric technicians to the nonacute areas. The in- 
service training staff is composed of two supervising psy- 
chiatric nurses, one supervising psychiatric technician, 
and a psychiatric nursing education director. Of the five 
assistants to the superintendent of nursing services, three 
are psychiatric technicians and two are R.N.’s. 

Every effort is being made to develop the leadership 
and teaching skills of both R.N.’s and psychiatric techni- 
cians. This has paid off in the rapid promotion of many 
employees to positions of greater responsibility on the 
hospital nursing staff. 

However, the aides are not without their problems, and 
one of the most pressing is their lack of certification. In 
fact it is hoped that eventually they may even gain 
separate psychiatric technician licensure. Yet, rather 
than having to go to schools of practical nursing, most 
aides would prefer to go to the junior colleges for educa- 
tional courses. San Jose State College presently offers a 
course in Psychiatric Technology leading to a B.S. De- 
gree, and many junior colleges give credit for portions 
of our inservice training program. It is hoped that re- 
quirements will be established, with definite grade stand- 
ards to be met in all states, and only then can an individ- 
ual move from state to state without loss of status. 

It is felt that the training program as developed in 
California is most comprehensive, and worthy of study 
by disciplines in other states. In time, it might even be 
worth the expense involved to have an exchange of per- 
sonnel, with the recipient defraying the cost salary-wise, 
with the express purpose of helping to outline a compar- 
able program. 
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WHY NOT INTEGRATE 


FIRE & POLICE 
SERVICES? 


By T. A. BRAVOS, Director of Business Services 
Atascadero State Hospital 
Eldridge, California 


—- seeking ways of streamlining and 
improving hospital services should consider the 
advantages of integrating fire and police services into a 
single Department of Institutional Safety. 

A coordinated department of this type would be re- 
sponsible for all functions relating to protective services 
for the physical plant and its occupants, including Civil 
Defense and disaster planning. Recent action by the 
Joint Commission on Accreditation of Hospitals has 
made disaster preparation and planning a requisite of 
hospital accreditation and this function very effectively 
fits into the realm of the hospital's protective services 
and safety. 


Precedents Cited 


Such a department plan has been under study at the 
Sonoma State Hospital for the past two years. Recently 
departmental approval was given for its implementation 
with the chief of protective services acting as assistant 
disaster coordinator. Activation of the plan has been 
delayed pending completion of administrative and train- 
ing arrangements that must precede such a merger. A 
number of municipalities, however, have already tried it 
with success. Sunnyvale, California, a city of 26,000 has 
had an integrated police and fire department since mid- 
1950, and, in the October 1956 issue of Reader's Digest, 
the system in Oak Park, Michigan, is described in an 
article entitled, “A New Deal in the Old Firehouse.” 

If the plan’s operational effectiveness can be demon- 
strated by communities of this size, certainly it could be 
adapted successfully to mental hospitals, which are far 


Ep Note: The author advises us that the DeWitt State 
Hospital at Auburn, Calif., has received departmental 
approval for the integration of its fire and police services. 
Thus, if Sonoma State Hospital proceeds with the plan 
described in this article, two California hospitals will be 
experimenting with an integrated safety program during 
the next fiscal year. 


more stabilized organizations and have fewer emergency 
problems than a city. New York State has a departmen- 
tal safety program embracing accident control, fire pre- 
vention and protection, and police activities, and this 
program has been thoroughly incorporated into the ma- 
jority of the New York state institutions since 1958. It 
has been adjudged to be quite successful and confirms 
the premise that such integration can be effectively ap- 
plied within mental hospitals. 

A Department of Institutional Safety, directed by a 
qualified supervisor, would have several major advan- 
tages. Personnel is always a prime consideration. With 
reorientation and additional training, existing fire and 
police personnel can function in either capacity. Thus 
both functions would be adequately manned and there 
should be fewer staffing problems. Higher job standards 
could be set to secure the best possible personnel for the 
combined service. By making safety, accident preven- 
tion, and Civil Defense the responsibility of the Chief 
of Institutional Safety, these programs could be strength- 
ened. Interdepartmental communication would be sim- 
plified, and there would be one less department report- 
ing to the hospital business administrator. Cost analysis 
of all safety functions would be made easier, and the 
integrated department could be located in the hospital 
firehouse, so no new structure would be needed. 


Reasons for the Merger 


Several factors led to the consideration of the feasi- 
bility of such a plan for California state hospitals. As 
in many states, a number of California hospitals were 
overstaffed in fire services and understaffed in police and 
safety functions. This overstaffing resulted from rapid 
strides in the state building program. The initial size of 
fire departments for older institutions was predicated on 
the great hazards of frame buildings with few modern 
fire-prevention features. Now that many older units are 
being demolished and replaced by fireproof structures 
of concrete and reinforced steel, and others are being 
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modernized, these hospitals no longer need such large 
fire-fighting forces. Selective reassignment of fire per- 
sonnel has been accomplished to achieve better distribu- 
tion. 

Staffing and Training 

Although integration might eliminate a few positions 
in certain hospitals, other state hospitals would be able 
to absorb these as transfers. Five men are normally re- 
quired to staff the police service if there is to be one 
man on duty at all times. The fire department for a 
3000- to 4000-bed hospital would require at least one 
man to be on full-time fire duty, with at least three more 


on call at any one time. The auxiliary fire-fighters can be 
drawn from hospital personnel on all three shifts so that 
emergencies can be met around the clock. (In California, 
each hospital has part-time firemen, usually numbering 
fifteen, who serve on fire duty three nights a month with 
pay, under the direction of a regular fireman.) For added 
protection, a reserve corps of auxiliary firemen can be 
recruited from hospital personnel to be on standby in 
case of emergencies. 

If the fire training of these regular, auxiliary, and re- 
serve firemen were expanded to include safety, police, 
and Civil Defense & Disaster Plan schooling, the hospital 
would be much better equipped to handle any type of 
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emergency situation. In my estima- 
tion, the minimal staffing of a com- 
bined protective service could be set 
at seven men for a 3000- to 4000-bed 
hospital, with as many part-time and 
reserve personnel as may be required 
by circumstances. 

Recent dynamic changes in tran- 
sistor intercommunication — systems, 
coupled with relatively low installa- 
tion costs, make two-way communica- 
tion both possible and desirable. 
| Monitoring of the fire alarm system in 
| the intercommunication setup can be 
| maintained through the hospital 
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switchboard and achieve maximum 

communication integration. The for- 
| mat is followed in many cities and 
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| services. xk 
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THE FIREMAN COMETH 


Hospitals from California to Massa- 
chusetts and from Illinois to Alabama 
have availed themselves of Lt. Rob- 
ert McGrath’s Fire Safety Institutes 
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Patients Help Patients 


By DOROTHY S. SAUCIER, R.N., Head Nurse 
and CLARENCE P. HODA, Nursing Assistant 
Gulfport Division, Veterans Administration Center 
Biloxi, Mississippi 

OVER SIX MONTHS a patient-volunteer program, 

designed to utilize the help of younger psychiatric 
patients in caring for older, less able patients, has been 
in effect at this hospital. The venture began when a 
young patient from an open ward came to the geriatric 
ward and expressed a desire to help, stating that he 
wished to do something for the older men and that he 
needed something to occupy his time. After obtaining 
the approval of his ward physician, we quickly selected 
patients and assignments for him. He took certain pa- 
tients for walks or to the canteen; others, he took outside 
the building to sit in the sun. He escorted the newly 
privileged patients on tours of the hospital grounds, 
pointed out the various facilities for their use, and as- 
sisted them in relearning the handling of money and 
other simple responsibilities. 

The services of this patient proved to be so beneficial 
that we soon began to consider using other patients in 
a similar manner. The idea was discussed in our ward 
conference, and one of the team members offered to 
convey our needs to the staff of an open, progressive 
ward. The staff response was gratifying, and the interest 
of several patients was quickly elicited. 

The project began with meetings of the patient- 
volunteers, a clinical psychologist, and members of the 
nursing staff. It was explained to the patients that the 
amount of time to be given to this activity would be 
entirely voluntary and that the assignment would not 
interfere with other aspects of their treatment program 
or delay their discharge. After these initial meetings, 
others were held with a nursing assistant who was 
assigned as coordinator of the program. He conducted 
individual interviews with the men to appraise their 
attitudes, discover their interests and hobbies, and estab- 
lish the time that each might devote to the assignment. 
To avoid later discouragement, he emphasized that a 
direct expression of appreciation or recognition of serv- 
ices should not be expected from the elderly patients. 
The patient-volunteers were often reminded that they 
were not obligated to continue in their assignment if 
they lost interest in it. A card file was set up, containing 
the assignment hours planned for each volunteer, his 
home town, and any other information which might pro- 
vide a link or common ground between the volunteer 
and “his” patient. 

As one might expect, several problems arose. We 
found that in some instances patient-volunteers were not 
properly guiding the elderly patients in purchases at the 
canteen; they sometimes took the patients off the ward 
when they were scheduled for treatment or medication; 


and a general lack of communication was apparent. To 
eliminate such problems, bimonthly meetings were in- 
stituted in order that the nurses, clinical psychologist, 
and coordinator could talk over procedures and prob- 
lems with the patient-volunteer group. These meetings 
are also used to express appreciation and give recog- 
nition for their work. The sessions are informal, and 
time is allowed for socializing and refreshments. The 
manager of this center attended one .of the meetings 
and expressed his appreciation for the efforts of these 
patient-volunteers. 

We continue to seek opportunities for maintaining the 
interest of this group. They have been issued name 
tags similar to those used by the employees, and once a 
month they participate in the ward conference. Although 
certain patient-volunteers have at times become over- 
verbal at these conferences, several valuable suggestions 
for improvement of patient care have been made. 

At present, nine regular patient-volunteers are assigned 
to the geriatric ward, and four patients, who comprise 
a small band, provide entertainment on a weekly basis. 
Although we are pleased with the progress of the pro- 
gram, we are not eager to enlarge it at this time. It is 
our feeling that we should expand slowly, evaluate each 
new aspect of the program, and carefully screen new 
members. 

We feel that the patient-volunteer program has pro- 
vided elderly patients with much more individual atten- 
tion than the employees can give. In addition, it has 
provided an opportunity for the patient-volunteers to 
render service to others through an organized program. 
Finally, it has allowed the employees and patients to 
work together toward a common goal with a feeling of 
mutual 


VESTERMARK FELLOWSHIPS COVER 
WIDE AREA 


At the May 9 meeting of the Smith Kline & French 
Foundation Fellowship Committee of the A.P.A., Sey- 
mour D. Vestermark Fellowships were awarded to 21 
medical students at 15 different institutions. 

These six- to eight-week fellowships call for full-time 
summer work and/or part-time work during the academic 
year. They are intended to encourage talented medical 
students to enter the field of psychiatry, and also to ex- 
pand the psychiatric knowledge of these who do not 
intend to do so. The fellowships may be applied to ex- 
perience in public mental hospitals or in psychiatric 
training centers. 

The institutions whose students received fellowships 
are as follows: Eastern Pennsylvania Psychiatric Institute, 
St. Louis State Hospital, Medical College of Alabama, 
University of Virginia School of Medicine, University of 
Washington School of Medicine, Georgetown University 
Hospital, New York University School of Medicine, 
Tulane University School of Medicine, University of 
Rochester School of Medicine and Dentistry, University 
of Chicago School of Medicine, Dayton State and Re- 
ceiving Hospital, Mental Research Institute of Palo Alto, 
Calif., Temple University Medical Center, and Univer- 
sity of Pennsylvania. 
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REVIEWS & COMMENTARY 


BOOK REVIEWS 


A DESCRIPTIVE DIRECTORY OF PSYCHIATRIC 
TRAINING IN THE UNITED STATES AND CANADA, 
Third Edition 1960—Compiled under the auspices 
of the Committee on Medical Education of the Amer- 
ican Psychiatric Association and published by the 
A.P.A., Washington, D. C., 116 pages, $3. 


The third edition of the Directory of Psychiatric Train- 
ing in the United States and Canada has just appeared, 
and an imposing volume it is. Its size and scope illustrate 
vividly the development and growth of psychiatric resi- 
dency training which has tahen place in the five years 
that have elapsed since the appearance of the last 
edition. 

No less than 272 hospitals are listed as approved for 
residency training in the United States by the A.M.A. 
Council on Medical Education and Hospitals and the 
American Board of Psychiatry and Neurology. Forty- 
nine Canadian hospitals are listed as approv ved by the 
Royal College of Physicians and Surgeons of Canada—a 
truly impressiv e number. 

Data are given concerning such items as the number of 
years’ training approved, the affiliating institutions, and 
stipends, together with a brief description of the teach- 
ing staff, facilities, and programs. Although the informa- 
tion is up to date as of October 1959, the reader is cau- 
tioned that the field is a growing and changing one, and 
that accordingly, further det ails should be sought directly 
from the center on : any particular program. 

The Committee on Medical Education, with the valu- 
able assistance of the Secretary of the American Board, 
Dr. David Boyd, and the Medical Director and the Pub- 
lic Information Officer of the American Psychiatric Asso- 
ciation, has rendered a valuable service by compiling for 
ready reference this mass of data for the use of students 
and teachers of psychiatry. 

Copies may be obtained from the Central Office of the 
A.P.A. in Washington, D. C. 


Winfred Overholser, M.D. 
PERSONAL, IMPERSONAL, AND INTERPERSONAL 
RELATIONS—A GUIDE FOR NURSES. By Genevieve 


Burton, R.N., Springer Publishing Company, Inc., 
New York, 1959, 230 pages, $2.75. 


Although this book is primarily for the young nurse, 
one wonders if its greatest usefulness might not be for 
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the practical nurse or the nurses’ aide. The terminology 
is very simple and case material is used to illustrate the 
behavior of the nurse, the patient, and the family. There 
is a hopefulness about the material which should be reas- 
suring to a beginning worker. 

One questions the value of the book for the student 
nurse, since it is necessary for her to become relatively 
expert in her relationships with patients, their families, 
and her professional co-workers. The simple terminology 
has value in interpreting behavior to a family and an in- 
dividual, but omitting technical terminology ‘from a text- 
book puts the nurse in a foreign country without benefit 
of practice in the language of “the country for communi- 
cation. 

The case-study method of presentation is well done. 
It points up the value of listening, and applies what the 
nurse might hear on the job to uncomplicated work situ- 
ations. 

There is a continued emphasis in the book on the nurse 
herself. This makes the book a very personal one. and vet 
it has the weakness that so much attention to self may 
limit understanding of other disciplines. 

Since the book is so nurse-oriented, one wonders if it 
might be used for study for senior “Future Nurses” clubs. 
It is a readable book, easily handled, and one that should 
promote discussion in a group. 


Marjorie W. Spaulding, R.N. 


BLUEPRINT FOR TEEN-AGE LIVING—By William 
C. Menninger, M.D., and others, Sterling Publishing 
Co., Ine., New York, 1958, 221 pages. 


Ed. Note: This.review is by a 15-year-old girl who is a 
private patient of Dr. Robert S. Garber’s, who sent the 
review to MENTAL HospPIrTALs. 


Blueprint for Teen-age Living is an excellent book 
written by William C. Menninger, M.D., and his many 
associates. William Menninger is a nationally known 
expert on teen-age life. Among his books, which would 
be of interest to teen-agers are, How to Understand the 
Opposite Sex, and How to be a Successful Teen-ager. 
Each of his books is designed to help the teen-ager 
understand himself and others better. He does this by 
explaining and illustrating different points in life which 
teen-agers face on their way to becoming adults. 

Blueprint for Teen-age Living is not a typical book a 
teen-ager would read for pleasure. The type of book this 


is can neither be classified as comical nor dramatic. It is a 
mixture of both. The author writes about teen-agers and 
illustrates their particular problems and how their prob- 
lems could have been avoided, if the teen-ager under- 
stood himself first. I think I would classify it as an in- 
formative type of book. 

To me the book was enjoyable because some of the 
teen-agers the author wrote about resemble some I know 
in real life. I also enjoyed it because it explained some 
of my problems and how I can cope with them. The 
author also has a very simple style of writing which 
added to the enjoyment of the book. 

The book is, as the title implies, a blueprint to teen-age 
living. It tells of narcotics and why teen-agers turn to 
them and alcohol. The author tells you how and why to 
build a philosophy of life. I thought the chapter about 
building your philosophy of life was the most interesting. 
The philosophies of the early Greeks and Christians were 
talked about. Also the author illustrated different types 
of philosophies of today’s teen-agers. 

A chapter was devoted to good grooming and another 
chapter about dating. From start to finish this book was 
fascinating. 

I certainly would recommend this book to any teen- 
ager. Not only teen-agers but I believe adults would 
benefit from this book. I am also of the opinion that this 
book or any other book which deals with the subject of 
teen-age living should be brought into the education 
system as a required subject. The result would bring 
about a change in almost every teen-ager. 


ALCOHOLISM: AN INTERDISCIPLINARY AP- 
PROACH—Edited by David J. Pittman, Ph.D., Wash- 
ington University, St. Louis, Mo., Charles C Thomas, 
Springfield, Illinois, 1959, 96 pages, $3.75. 


This small volume contains ten original papers au- 
thored by sixteen contributors representing several aca- 
demic disciplines. The papers were presented in March 
1959 at the first annual conference on Community Men- 
tal Health, sponsored by the Social Science Institute, 
Washington University, St. Louis, Missouri. 

Section I, entitled “Research in the Etiology of Alco- 
holism.” contains four articles which summarize current 
knowledge on the etiology of alcoholism in the areas of 
phy siology, sociology, psychology, and psychiatry. A 
fifth article. by the editor, Pittman, considers interdisci- 
plinary problems in alcoholism research and leads the 
reader into Section II which is entitled “New Perspec- 
tives in Alcoholism Research.” Here each of five articles 
reports the results of a different discussion group. The 
discussions focus generally on future research needs with 
special attention to problems of interdisciplinary research 
on alcoholism. 

The reader who seeks ideas and suggestions for further 
research will find that all of the papers contain interest- 
ing, provocative, and perhaps potentially valuable specu- 
lations. For example, John W. Chotlos, Ph.D., and John 
B. Deiter, Ph.D., of the Topeka (Kans.) VA Hospital, fol- 
lowing a review of the psychological literature, present 
ideas for studying the effects of alcohol as perceived by 
the drinker. And Charles R. Snyder, Ph.D., of Yale Uni- 


versity, offers suggestions for cross-cultural studies of the 
differential use of alcohol as a tension- -reducing or adjust- 
ment mechanism. 


The several papers show keen awareness of the prob- 
lem of defining “alcoholism” which, as noted by one dis- 
cussion group, requires solution as a prerequisite to 
understanding the etiology of alcoholism. 

Jackson A. Smith, M.D., formerly of the Nebraska Col- 
lege of Medicine, is bold enough to offer a formal defi- 
nition. “Any individual whose drinking causes him obvi- 
ous difficulty, physically, socially, or in his marriage or 
occupation, and who drinks more to overcome the diffi- 
culty, is an alcoholic.” The editor compares this defini- 
tion with the World Health Organization definition 
which is as follows: “Alcoholics are those excessive drink- 
ers whose dependence upon alcohol has attained such 
a degree that it results in a noticeable mental disturb- 
ance, or in an interference with their bodily and mental 
health, their interpersonal relations, their smooth social 
and economic functioning; or those who show the pro- 
dromal signs of such developments.” 

Pittman criticizes both of these definitions as contain- 
ing ill-defined terms, and offers an alternative: “Alcohol- 
ism is viewed as occurring with the convergence of acute 
psychic tensions, normative orientations favorable to 
alcohol consumption as a tension-reducing mechanism, 
and psychological and/or phy siological closure to alterna- 
tive factors of adjustment.” Exactly how the latter defini- 
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tion is an improvement over the other two is not readily 
apparent. 

Walter L. Wilkins, Ph.D., of St. Louis University, and 
Albert F. Wessen, Ph.D., of Washington University, re- 
port that their discussion group noted that “. . . the be- 
havior involved in alcoholism is what calls it to our atten- 
tion.” But what is the empirical referent for the term 
“alcoholism”? What is “it” which is called to our atten- 
tion? Given the present state of our knowledge, it would 
be less confusing to think of alcoholics, rather than alco- 
holism as being called to our attention by a certain type 
of behavior. Then, with little effort to specify the nature 
of the behavior in question beyond noting that the test for 


“alcoholism” is social and occupational, Wilkins and 
Wessen proceed to recommend studies of the distribu- 
tion of “this behavior pattern” within our society. This 
is followed by a discussion of methods of casefinding, 
but again there is no effort to specify the phenomena a 
casefinder would seek. 

Raymond Hunt, Ph.D., and George Winokur, M.D., of 
the Washington University School of Medicine, report 
that although their discussion group found merit in inter- 
disciplinary approaches to alcoholism, they still saw 
many difficulties involved and concluded that the inde- 
pendent researcher should be left free to pursue prob- 
lems of his own choosing in his own way. It was gener- 
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ally agreed that, for the present, the 
psychological and sociological areas 
appear to be the most profitable areas 
for research. 

George Ulett, Ph.D.. M.D., and 
James M. Vanderplas, Ph.D., of Wash- 
ington University, report that their 
discussion group thought that many 
disciplines should work on such a 
“large amorphous problem” as alcohol- 
ism, at least until the problem is de- 
fined. Four barriers to interdisciplin- 
ary research are listed and means of 
overcoming them are considered. It 
was concluded that the researcher is 
primarily an individualist who should 
collaborate when necessary. 

The discussion group reported on 
by Edwin F. Gildea, M.D., of the 
Washington School of Medicine, and 
Mildred B. Kantor, Ph.D., of the St. 
Louis County Health Department, 
suggested frequent meetings among 
representatives of various disciplines 
to facilitate understanding. This group 
saw a need for more research in all 
areas. More vigorous pursuit of physi- 
ological and biochemical investiga- 
tions with increased attention to con- 
trols was urged. Sociocultural re- 
search, including studies of the preva- 
lence of alcoholism in various popula- 
tions, and attitudinal studies were also 
recommended. 

The discussion group reported on 
by Eli Robins, M.D. and Richard De 
Charms, Ph.D., of Washington Uni- 
versity, in the final article concluded 
that, to date, “little has been demon- 
strated conclusively concerning the 
etiology of alcoholism.” It was sug- 
gested that, ideally, studies of the al- 
coholic should begin before he starts 
to drink. This suggestion is character- 
istic of the entire volume in that it 
raises questions and problems which 
in number exceed by many multiples 
those that are answered. 

Harold A. Mulford, Ph.D. 
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CLINICAL EVALUATION OF 486 EPILEPTIC 
PATIENTS* SHOWED THAT: 


In patients who had received no previous anti- 
convulsant medication, ‘‘Mysoline’’ therapy alone 
provided marked improvement to complete con- 
trol of major motor attacks in the majority of 
patients. 

In patients only partially controlled with maximum 
dosages of other anticonvulsants, the addition of 
“‘Mysoline” therapy was followed by marked im- 
provement to complete contro! of grand mal at- 
tacks in 39% of the patients. 

In patients refractory to maximum dosages of 
other anticonvulsants, ‘“‘Mysoline” employed 
alone provided marked improvement to complete 
control of major motor attacks in 34% of the 
patients. 

In 39 patients with mixed seizures, ‘‘Mysoline”’ 
provided improvement to marked control in 49% 
of the patients. 


ar AYERST LABORATORIES 


BRAND OF PRIMIDONE 


The dramatic results obtained with ‘‘Mysoline”’ 
advocate its use as first choice of effective and 
safe therapy in the control of grand mal and 
psychomotor attacks. 


Literature on request. 


*Livingston, S., and Petersen, D.: New England J. 
Med. 254:327 (Feb. 16) 1956. 


SPECIAL POTENCY NOW AVAILABLE 


New 50 mg. small-dose tablet offers prac- 
tical approach to dosage adjustment for 
initiation/combination/and ‘‘transfer’’ 
therapy in selected cases. Available on 
prescription. 


Supplied: 0.25 Gm. (250 mg.) scored tablets, bot- 
tles of 100 and 1,000. Also 50 mg. scored tablets 


to facilitate dosage adjustment, botties of 100 and 
500. 


e New York 16, N.Y. © Montreal, Canada 


“Mysoline” is available in the United States by arrangement with imperial Chemical Industries, Ltd. 
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FILM REVIEWS 


MOTHER LOVE (black and white, 16 mm., 26 min- 
utes) Produced by CBS-TV Public Affairs Division. 
Rental information may be obtained from the dis- 
tribuior, Carousel Films, 1501 Broadway, New York 
36, N. Y. 


Where does a baby’s love for his mother have its 
origin, in nursing or in body contact? To find the key to 
the bond between mother and child, and to understand 
the effects of the denial of maternal love, a noted psy- 
chologist, Dr. Harry F. Harlow, conducted a series of 
expe riments with rhesus monkeys at the University of 
Wisconsin. The filmed record of his work attracted na- 
tional attention when shown on television earlier this 
year, and is now available in this fascinating film. 

Dr. Harlow tested the newborn monkeys’ reactions to 
two “mother-surrogates’"—one made of wire and one 
covered with terry cloth. Although weaned on the wire 
mother, the monkeys showed a marked preference for the 
cuddly terry cloth mother, demonstrating that the single 
most important factor is body contact. When confronted 
with a horror symbol, the monkeys dashed to the terry 
cloth mother which, though passive, provided security 
through contact. Even when deprived of the terry cloth 
mother for six months, the monkeys showed an emotional 
response upon reunion. Those monkeys denied any 
mother-object developed deep emotional disturbances 
remarkably similar to the autistic behavior of disturbed 
human children. 

Dr. Harlow’s commentary is clear and would be easily 
understandable to the general public, but much of the 
effectiveness of this film is due to the baby monkeys who, 
like their human counterparts, are irresistible scene- 
stealers. The expressions on their faces, and the way they 
suck their fingers and play with siblings, provide so much 
entertainment that one might almost forget the high 
purpose of this scientific film. MOTHER LOVE could 
be used in mental hospitals and medical schools to sup- 
plement instruction on the origins of human behavior. 
It could also be shown at mental health workshops for 
physicians, the clergy, teachers, etc., to stimulate discus- 
sion on the nature of the mother-child relationship. 


SUMMER OF DECISION (black and white, 16 mm., 
29 minutes) Produced by the Council on Social Work 
Education. Available on a free-loan basis from 
branches of Association Films, Broad and Elm Sts., 
Ridgefield, New Jersey. 


As part of its program to stimulate young people’s 
interest in social work as a career, the Council on Social 
Work Education has prepared this pleasantly instructive 
film. Perhaps not so incidentally, SUMMER OF DE- 
CISION provides an excellent interpretation of the 
nature and the many facets of social work. The story con- 
cerns a college student who takes a summer job with a 
family service agency before deciding upon his life’s 
work. He observes the various kinds of help offered to 
clients by the agency, but is not convinced that social 
work has much to offer him until he inadvertently estab- 
lishes contact with a disturbed child, and becomes aware 
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that he finds satisfaction in meeting challenges related to 
helping people. Everything about the film—script, photog- 
raphy, and acting—is first-rate. As might be expected, 
considering the auspices under which the film was made, 
the social work interpretation is sound and bears the 
stamp of authenticity. 


A SUMMER DECISION leads a college boy to social work. 


Although this film does not show social work in a 
mental hospital setting, it will, nevertheless, be of interest 
to social service departments of mental hospitals who 
could use it to interpret social work to the community. 
In such cases, it would be advisable to have a discussion 
leader on hand to describe the work of the psychiatric 
social worker. 


DR. ERNEST JONES (black and white, 16 mm., 30 
minutes) Distributed by Encyclopedia Britannica 
Films. Available on a rental basis from A-V Aids 


Library, Pennsylvania State University, University 
Park, Pa. 


This absorbing interview with the dean of British 
and American psychoanalysts, was originally filmed as 
part of NBC-TV’s “Wisdom” series. Lionel Trilling, dis- 
tinguished American author and critic, converses with 
Dr. Jones (since deceased) about his close friendship 
with Sigmund Freud. This leads them to a discussion 
of the basic theory of psychoanalysis and to an examina- 
tion of “Hamlet.” 


Because the film is intended for the general public, 
its content would be elementary to psychiatrically ori- 
ented audiences. For the many who never met Dr. 
Jones or heard him speak, however, this film will be a 
fascinating experience. His concise interpretations of the 
psychoanalytic theory are beautifully phrased and his 
reminiscences of Freud, though not new to Dr. Jones’ 
readers, make psychiatric history come alive. Professional 
staff members of mental hospitals will enjoy this visit 
with Dr. Jones, and the film could also be used with dis- 
cussion groups of general practitioners, the clergy, and 
the general public. 

Jack Neher 
Mental Health Materials Center 
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PUBLICATIONS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


STANDARD REFERENCE WORKS 


Diagnostic and Statistical Manual, Mental Disorders 

. prepared by the Committee on Nomenclature and 
Statisties of the American Psychiatrie Association, 


Standards for Psychiatric Hospitals and Clinics, 1956 
Edition (revised June 1958) for Public and Private 
Hospitals, Psychiatrie Units in General Hospitals and 


Hospitals & Schools for the Mentally Defective $1.00 
An Outline for a Curriculum for 
in Medical Schools 


SPECIAL CONFERENCE REPORTS 


Psychiatry and Medical Education . . . Report of the 
1951 Conference on Psychiatrie Education held at Cor- 
nell University, organized and conducted by the A.P.A. 
and the Association of American Medical Colleges, 164 
pp., cloth, 1952. (Formerly $1.00) 

The Psychiatrist—His Training and Development .. . 
A substantive report of the 1952 Conference on Psy- 
chiatric Education, and a companion volume to “Psy- 
chiatry and Medical Edueation.” (Formerly $2.50) 

Special Price for both Reports ____--__---________.-- $2.00 


Psychiatric Inpatient Treatment of Children ... Based 
on the Conference on Inpatient Psychiatric Treatment 
of Children held October 17-21, 1956, in Washington, 
D. C. under the auspices of the A.P.A. and the American 
Academy of Child Psychiatry $3.50 
Design for Therapy . . . An investigation into the possi- 
bilities of collaboration between psychiatrists and 
architects in developing basic information for mental 
hospital design, construction, and equipment, 1952 __ $1.25 


The Volunteer and the Psychiatric Patient ... A report 
of the Conference on Volunteer Services to Psychiatric 
Patients held June 12-17, 1958, in Chieago —_____ $1.50 


Psychiatric Research Reports #1 and #2 (out of print). 
Psychiatric Research Reports #3— Research in Psy- 
chosomatic Medicine _ $2.00 


Psychiatric Research Reports of 
The Newer Pharmacologic Agents and Their Role in 


Current Psychiatrie Practice : $2.00 
Psychiatric Research Reports #5—Research ‘Tech- 
Psychiatric Research Reports #6—Application of basic 
science findings to psychiatric research $2.00 
Psychiatric Research Reports #7—Stress; 
psychology; Child psychiatry ——_ 


Psychiatric Research Reports #8—Research in Affects $2.00 
Psychiatric Research Reports #9—Research in Psy- 


chiatry with Special Reference to Drug Therapy $2.00 
Psychiatric Research Reports #10—Social Aspects of 
Psychiatry — $2.00 


Psychiatric Research Reports #11—Recent advances in 


Neuro-Physiological Research 2.00 
Psychiatric Research Reports #12—Explorat ations in 

the Physiology of Emotions $2.00 

A Psychiatric Glossary—Paper Bound $1.00 

Library Bound $2.00 

Psychiatry, the Press & the Public 50 

3 copies $1.00 


SPECIAL COMMITTEE PUBLICATIONS 


A Descriptive Directory of Psychiatric Training in the 
United States and Canada... Third Edition, 1960, 
compiled by the Committee on Medical Education of 


$3.00 
35 
Psychological First Aid in Community Disasters S35 


Training Schools for Delinquent Children .-.. A guide 

to planning with particular reference to clinical facili- 

ties, prepared head a special committee of the A.P.A., 

25 


PROCEEDINGS OF MENTAL HOSPITAL INSTITUTES 


(Proceedings of 1949, 1950, 1951, 1952, 1953, 1955, 1956 
and 1957 Institutes out of print) 


The Psychiatric Hospital: A Community Resource 


Proceedings of 10th Mental Hospital Inst. (1958) .65 

Proceedings of 11th Mental Hospital Inst. (1959) 65 
MISCELLANEOUS 

Mental Hospitals (1855 Special Issue)... 


(10% discount for 20 copies or more) 
Principles, Skills and Tools of Scientific Management, 


Psychological Factors in Space Flight . . . By Capt. 
Norman Lee Barr, MC, USN; Lt. R. B. Voas, HSC, 


USN, and Lt. (j.g.) M. "Yarezower, MSC, USNR ___ $1.00 
Current Practices in Mental Hospital Administration — $2.00 
Dedicatio Medici, by Francis Braceland, M.D. $1.00 


Fifteen Indices—an aid in reviewing State & Local 
Mental Health and Hospital Programs — 


Recreational Trends in North American Mental Institu- 
tions, by Daniel Blain, M.D. & Pat Vosburgh ..--————.25 
Scientific Papers and Discussions . . . Divisional Meet- 
ing, Midwest Area District sineaeie Detroit, Mich., 


October 29-31, 1959 - 
The Scientific the 116th APA. Annual 
Meeting _ $3.00 


Selected Reading Lists on 1 Mental Hospitals, 

by A.P.A. $1 
Psychiatric Architecture, a compendium penpennt by 

the A.P.A. Architecture Study Project $10.00 


Report on Patients Over 65 in Public Mental Hospitals, 
eompiled by Dorothy M. Richardson, A.P.A. Statistician $1.00 


PUBLICATIONS DEPARTMENT 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 - 18th — N.W. 

Washington 9, D. C. 


Please send the wesc checked above to: 


Address... 


Payment enclosed Bill me 


The A.P.A. will assume shipping expenses via regular channels on ° 
Prepaid orders, except to countries abroad. If invoicing is yy 
postage and handling charge of 25¢ will be added. Please allow at least 
15 to 20 days for delivery. 
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“even his fellow players might not know-if his seizures are 


~ adequately controlled with medication seizures can be adequately 
itrolled in well over 90 per cent of copes gona who can then lead normal lives.* 
r enhanced control of seizures. 


2 soDlUM KAPSEALs® time tested—clinically proven in... grand and 
seizures...DILANTIN Sodium (diphenylhydantoin sodium, 

eto ae is available in several forms including Kapseals of 

.03 Gm. and of 0.1 Gm., bottles of 100 and 1,000. ee 
PARKE-DAVIS FAMILY OF ANTICONVULSANTS” 


mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital — 


30 0 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles of 100. for the petit mal triad: MILONTIN® 
{ ide, Parke-Davis) Kapseals, 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 


16-ounce bottles CELONTIN® Kapseals (methsurimide, ‘Parke-Davis) 0.8 Gm., bottles 100. 


DAVIS & COMPANY perrort 32, N 


NEWS NOTES 


New M.H.S. Consultants 


The A.P.A. Mental Hospital Service 
is happy to welcome three consultants 
who have just joined its board: Dr. 
Ralph M. Chambers of Fayetteville, 


\. C.. former chief inspector of the 
A.P.A. Central Inspection Board; Mr. 
Joseph T. Greco of St. Louis, Mo.; and 
Dr. Cecil Wittson of Omaha, Neb.. all 
of whom are long-time friends and sup- 
porters of the Service. 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 


A.P.A. ANNUAL MEETINGS: 
1961 May 8-12, Hotel Morrison, Chicago, Ill. (117th) 
1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


A.P.A. MENTAL HOSPITAL INSTITUTES: 

1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th) 

OTHER PROFESSIONAL MEETINGS: Volunteer Service Coordinators (Oct. 16-17) : 
The National Association of State Mental Hospital Program Directors ( Oct. 
16-17); Psychiatric Nurses (Oct. 17); Mental Health Public Relations 
(Oct. 17); American Society of Mental Hospital Business Administrators 
(Oct. 17). 

1961 Oct. 16-19, Hotel Sheraton-Fontenelle, Omaha, Neb. (13th) 

1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 


OTHER PROFESSIONAL ORGANIZATIONS 


AMERICAN GeRIATPICS Society. Annual Meeting. June 9-10, Hotel Americana. 
Miami Beach, Fla. 

Society oF BroLocicaL Psycuiatry. June 10-12, Hotel Deauville, Miami Peach. 
Fla. 

AMERICAN AssOcIATION FOR REHABILITATION THERAPY, Annual Meeting, June 
13-17, Hotel Miramar, Santa Monica, Cal. 

AMERICAN Mepicat Association, Annual Meeting. June 13-17, Hotel Americana. 
Miami Beach, Fla. 

Canapian Psycniatric Association, Annual Meeting, June 16-18, Banff, Alta., 
Canada. 

Tue Universiry oF MicuHican 13TH ANNUAL CONFERENCE ON AGING, June 27- 
29, Ann Arbor, Mich. (Ing. Wilma Donahue, 1516 Rackham Bldg., Ann 
Arbor.) 

AMERICAN AssoOciATION ON MENTAL Dericiency—London Conference on the 
Scientific Study of Mental Deficiency. July 24-29, London, England. (Inq. 
Harvey A. Stevens, M.D., P.O. Box 3128, Madison 4, Wis.) 

INTERNATIONAL RESEARCH SEMINAR ON SOCIAL AND PSYCHOLOGICAL ASPECTS OF 
Acinc, (To precede the 5th International Congress of Gerontology, Aug. 7- 
12, in San Francisco.) early in August, San Francisco, Cal. (Ing. Clark 
Tibbitts, U.S. Dept. of H.E.W., Washington 25, D. C.) 

GERONTOLOGICAL Society, Annual Meeting, Aug. 7-12, San Francisco, Cal. (Inq. 
Mrs. Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Mo.) 
AMERICAN ACADEMY OF CHILD PsycHIATRY—lst. Scientific Meeting, early in 

Sept. (Ing. R. S. Lourie. M.D., Secretary, 2125 13th St., Washington, D. C.) 

WorLp FepeRATION OF OccUPATIONAL THERAPISTS, Council Meeting, Sept. 12- 
17, Sydney, Australia. (Ing. Liverpool School of Occupational Therapy. 
Victoria Rd., Huyton, Liverpool, England.) 

European Concress ON INFANTILE NeEURO-PsycHIATRY, Sept. 16-21, Paris, 
France. (Ing. Dr. G. Belaubre, 14 rue Drouot, Paris.) 


The staff would also like to add its 
thanks to those of Dr. R. H. Felix, Presi- 
dent of A.P.A.. and Dr. Mathew Ross, 
the Medical Director, to the three peo- 
ple rotating off the board this year; 
Dr. Granville L. Jones of Little Rock, 
Ark., who has been a consultant since 
1954; Mr. Carl Applegate of Sacramen- 
to, Cal. (1953), and Dr. Harrison S. 
Evans of Worthington, Ohio (1956). 

Dr. Alfred Paul Bay. the chairman of 
the A.P.A. Section on Mental Hospitals 
for the 1960 Annual Meeting has served 
on the board for the past year, and is 
succeeded by Dr. William S. Hall, the 
1961 chairman. 


A.P.A. “Inservice Training” 
Features Film Series 


A special feature of the “inservice 
education program” for the staff of the 
A.P.A. Central Office during the winter 
months was the showing of five mental 
health films. The series was planned and 
conducted by the Mental Health Film 
Board (Mrs. Alberta Jacoby, Executive 
Director). Mrs. Irene Malamud, Educa- 
tion Consultant of the Board, was pres- 
ent to launch the series in January, and 
lead the discussion about the first film, 


BITTER WELCOME. 


Other films and discussion leaders 
were as follows: 

THE HUMAN SIDE: Mrs. Isabel 
Shuman, Director of Volunteer Service, 
Spring Grove State Hospital, Md., and 
Mrs. Irene M. Blackburn, Coordinator 
of Volunteer Activities, Rosewood Train- 
ing School, Md. 

BROKEN APPOINTMENT: Miss La- 
vonne Frey, Director of Nursing. St. 
Elizabeths Hospital, Washington, D. C. 

MAN TO MAN: Mrs. Ruth Knee, 
Psychiatric Social Work Consultant, Na- 
tional Institute of Mental Health. 

PSYCHIATRIC NURSING: Miss La- 
vonne Frey. 

The Central Office staff is deeply in- 
debted to the individuals and organiza- 
tions who made this training program 
so successful. Special tribute should be 
paid to Mr. Robert Campbell and Mr. 
William Gray, both of the Publications 
and Reports Section of the National In- 
stitute of Mental Health. who gave up 
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their lunch hours in order to exhibit 
the films. 

Other highlights of the educational 
program have been talks by Dr. William 
F. Sheeley and Mr. Albert Deutsch. Dr. 
Sheeley, Chief of the A.P.A. General 
Practitioner Education Project, dis- 
cussed some of the questions which have 
been raised during his many field trips 
and the methods he has devised to solve 
various problems. Mr. Deutsch led two 
discussions on the difficult art of medi- 
cal writing. 


PEOPLE & PLACES 


CALIFORNIA: Phillip Sirotkin, 
Ph.D., associate director of the Western 
Interstate Commission for Higher Edu- 
cation, was recently selected as execu- 
tive assistant to the director of the State 
Department of Mental Hygiene. 

Dr. Robert A. Kimmich, the former 
director of Professional Education at 
Stockton State Hospital, has moved to 
San Francisco to become chief of the 
city’s expanded mental health service. 


BETTER CARE, LONGER LIFE 


The therapeutic value of equipment with normal life looks 
and features is a known benefit to mental and incontinent 


patients. 


Here is an example for better care, longer Life. 


CT950-48 LOUNGE CHAIR with UTILITY TRAY 


Gives multiple service as a — | 
therapeutic chair, | 

wheel chair, 

arm chair 

— all for the | 

cost of one! 


| 
NOW—with 
Foot Rest | 
optional at 
additional cost 


Here’s 1960's most versatile 


chair! Constructed for Institutional 
use. Square tubular frame and tray arm 
in satin chrome plated finish. Heavily 
padded back. No-sag spring seat bose, 
heavily padded. Perforated pan 
bottom. Upholstered in rugged Armor 
Weight Boltaflex (or Syko cover). Plastic 
top tray. Height 35%”; seat 19” x 21”; 
floor area covered, 21” x 31”. Extended rear legs 
prevent wall marring. 3” ball bearing casters (2 with brakes). 


Write or phone ANdover 3-0600 today for specifications | 


INC. INSTITUTIONAL DIVISION 


Canadian Distributors: SIMPSONS, 45 Richmond Street, West, Toronto 1, Canada 


Dr. William C. Keating, Jr., until 
recently associate superintendent of 
Sonoma State Hospital, was appointed 
superintendent of the Department of 
Corrections Medical Facility at Vaca- 
ville, where a major psychiatric program 
is being conducted. 

Mr. Harold G. Patrick, for the past 
three years director of agency relations 
for the Sacramento area United Crusade, 
has been named executive director of 
the California Association for Mental 
Health. 

NEW YORK: Dr. John H. Travis, 
the director of Manhattan State Hospital 
since 1941, retired on May 1, after 38 
years of service with the New York 
State Department of Mental Hygiene. 

Dr. George L. Warner, director of 
Craig Colony and Hospital, Sonyea, also 
retired on May 1. Dr. Warner has had 
37 years of state service. 

Dr. Charles E. Niles, who had been 
assistant director of Pilgrim State Hospi- 
tal in West Brentwood, Long Island, 
since September 1952, has heen ap- 
pointed to the post of assistant com- 
missioner for administration in the 
state’s Department of Mental Hygiene. 

HERE & THERE: Dr. Magnus C. 
Petersen, the superintendent of Roches- 
ter (Minn.) State Hospital for the last 
18 years, has resigned to enter private 
practice in Rochester. 

Dr. Samuel Liebman, the former 
medical director of North Shore Hospi- 
tal, Winnetka, Ill., is now in private 
practice in Skokie, Ill. 

Glenn E. Milligan, Ed.D. is the new 
executive director of the American As- 
sociation on Mental Deficiency. 

Mr. Sandy Mannino, R.N., has been 
named director of nursing at the In- 
stitute of Pennsylvania Hospital, Phila. 

Sister Juliana Kelly, former super- 
visor of the psychiatric division of 
Charity Hospital, New Orleans, La., has 
been appointed administrator of St. Vin- 
cent’s Hospital, Pagedale, St. Louis, Mo. 

Dr. Isadore Tuerk, acting commis- 
sioner of the Maryland Department of 
Mental Hygiene since last January, has 
been appointed commissioner. 

Dr. Sidney S. Goldstein has suc- 
ceeded Dr. John F. Regan as superin- 
tendent of the State Hospital for Mental 
Diseases, Howard, R. I. 


IN MEMORIAM: Last January, the 
state of Maryland opened the 300-bed 
Maximum Security Hospital at Jessups, 
in eastern Maryland. In April, the 
name of the hospital was changed to 
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“The Clifton T. Perkins State Hos- 
pital” in honor of the late Commission- 
er of the Department of Mental Hygiene. 
At the time of his death, Dr. Perkins was 
also vice-president of the National Asso- 
ciation of State Mental Health Program 
Directors. 


HAVE YOU HEARD? 


REHABILITATION: A clinic devot- 
-ed exclusively to the treatment of alco- 
holism has been dedicated at Peoria 
(Ill.) State Hospital. The 36-bed in- 
patient facility serving male alcoholics 
is a pilot project sponsored by the Illi- 
nois Department of Public Welfare’s: di- 
‘vision of alcoholism. The clinic will 
function as a unit of the hospital under 
the over-all supervision of the superin- 
tendent, Dr. Ernest S. Klein. The pro- 
gram will explore all ways of expediting 
the rehabilitation of alcoholics. It will 
be linked to a program of community 
resources to assure social acceptance and 
job opportunities for ex-patients. 

In addition to the treatment of alco- 
holism, the new clinic will serve as a 
training facility for personnel specializ- 
ing in the care, treatment, and rehabili- 
tation of alcoholics. 

A giant step forward in helping men- 
tal patients find employment has been 
taken by a Berkeley (Cal.) toy manu- 
facturing concern. The B & K Enter- 
prises set up its own assembly line with 
20 employees, all with past histories of 
mental illness. Only one of the firm’s 
employees has no history of such illness. 

The company is currently manufac- 
turing plastic blowguns for children, and 
until recently farmed out its assembly 
work. “We're not going to run any 
sheltered workshop,” the owners said. 
“We simply hope to break down some of 
the prejudices and discriminations by 
employers against former mental pa- 
tients.” 

It is believed that this is probably the 
first firm in the country to hire a staff 
with an almost 100 per cent record of 
past mental disorders. 

PATIENTS’ ACTIVITIES: Second 
grade to university level is the range of 
the curriculum offered to the patients at 
Verdun Protestant Hosvital in Mon- 
treal. Five volunteer teachers, under the 
leadership of Mr. Ernest Robinson, him- 
self a guidance counselor at a local 
high school. each give one night a week 
to the coaching of 36 students in a va- 
riety of academic subjects. from the 3 


R’s to university topics. Many other 
patients have shown an interest in at- 
tending classes. It is hoped therefore, 
that a full-time, professional school with 
a permanent staff can be established at 
the hospital in the near future. 
COMMUNICATIONS: A radio closed- 
circuit system for doctors exclusively 
was introduced recently by RCA and 
NBC. It is the first mass communica- 
tions system pioneered and developed 
for the medical world alone. Called 
“Medical Radio System” and sched- 


uled to begin service in late 1960, it 
will program music and medical infor- 
mation, such as clinical sessions, journal 
digests, case histories, medical jurispru- 
dence, special reports from medical 
meetings around the world, reports on 
any national disaster or emergency, etc. 
The system will operate six days a week 
for 12 hours a day. Each day there will 
be three separate 15-minute medical 
news and information programs. For 
listening convenience, each program will 
be transmitted four times a day. 


When it comes to government institution requirements, 
come to Karoll’s. We know your needs and 


here’s another product to prove it ! 


Saves Time, Space and Money— 


ELGIN SYKO CHEST-O-BED 


950-57 ELGIN SYKO BED.... . has fully 
enclosed chest foot end with two drawers. 
Provides storage space without need for extra 
clothing room. Saves mony steps for attend- 
ants. Top drawer lock controls bottom drawer. 
No-sag, security type spring bolted to corner 
lock. Height, with glides: head, 36”; foot, 
24”; width, 36”. 


950-42 ELGIN SYKO METAL CHAIR. SYKO-TOUGH or plastic covered 
innerspring seat and cushion, plastic arm rests. 1% square tubulor frome. Height, 
31”; Seat, 19" x 21"; Floor area, 21” x 25%". (Available without arm rests) 


Write, wire, phone ANdover 3-0600 now for further details 


Canadion Distributors: SIMPSON’S, 45 Richmond Street, West, Toronte 1; Canada 
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on the admissions service 


the rapid antipsychotic effect of 


Stelazine 


brand of trifluoperazine 


is especially valuable 


Because of its rapid antipsychotic effect, ‘Stelazine’ can 
help shorten the hospital stay of new admissions. 


To calm hyperactive patients 


‘Stelazine’ exerts little or no sedative effect; rather, 
‘Stelazine’ calms hyperactive patients chiefly because of 
its rapid effect against the psychotic process. Kovitz! 
comments that “‘One of the striking features of [‘Stelazine’ | 
is its dual capacity ... to calm aggressive patients and 
. .. to stir passive, sluggish patients. . . .” 


To eliminate delusions and hallucinations 


A striking response to ‘Stelazine’ is the rapid reduction 
or elimination of delusions and _ hallucinations. Brooks? 
writes that ‘Stelazine’ dramatically alleviated hallucina- 
tions and delusions with “‘a more marked and consistent 
effect than that seen with any other agent.” 


To activate withdrawn patients 


‘Stelazine’ can activate to communicativeness the new 
admission who is withdrawn and mute, so that he is able 
to respond and to cooperate from the start in his treat- 
ment program. 


1. Kovitz, B.: Management of Psychotic Tension Symptoms with Trifluo- 
perazine: A Preliminary Report, in Trifluoperazine: Clinical and Pharmacological 
Aspects, Philadelphia, Lea & Febiger, 1958, pp. 144-149. 

2. Brooks, G.W.: Definite Ataractic Therapy in the Rehabilitation of 
Chronic Schizophrenic Patients: A Preliminary Report on the Use of Tri- 
fluoperazine, ibid., pp. 54-61. 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


i] WALLACE LABORATORIES / New Brunswick, N. J. 
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